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Intensive community based mental health treatment programs are being used 
increasingly by both hospitals and criminal justice facilities that are releasing mental 
health patients into the community.  Thus far, studies on the effectiveness of these 
community-based treatments have rendered inconsistent results.  These community-based 
programs assert a certain level of informal coercion over the patients in their care to 
ensure the safety of both the patient and the community.  However, to date, no one has 
studied the effect of this informal coercion on managing levels of risk for violence in the 
community.  This study investigates the impact of formal and informal coercion on 
managing risk for violence in the community.  Participants were mental health consumers 
(N = 212) who were seeking services at ten community drop-in centers in the 
metropolitan Philadelphia area.  Participants completed two measures:  the clinically 
useful Iterative Classification Tree from the McArthur study of violence risk assessment 
(to measure the participant’s level of risk for violence in the community) and the 
modified AES (to measure actual and perceived coercion both in treatment and in their 
everyday life as well as the impact of that coercion).  Results of the study indicate that 
positive pressure has a significant impact on overall treatment satisfaction.  Furthermore, 
positive pressure may be useful in managing risk for violence among high risk 
participants by increasing treatment adherence and developing social support.   
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CHAPTER 1: INTRODUCTION 
 
Since the civil liberties revolution of the 1960s and 1970s, the manner in which 
individuals are committed to psychiatric hospitals has been at the center of a fierce debate 
(Greer, O’Reagan & Traverso, 1996, p. 923).  The notion of coerced treatment, that a 
mental health provider would pressure or force an individual to seek treatment, has 
divided the professional community.  One side argued that the patient has a moral right to 
make autonomous decisions and to be treated with dignity and respect (Monahan, Hoge, 
Lidz, Roth, Bennett, Gardner, & Mulvey, 1995).  The other side argued what many 
mental health providers believed, that “in the absence of judicious coercion, patients will 
not receive needed care” (Appelbaum, 1985, p. 306). 
However, coercion is more than just pressure to enter a psychiatric hospital.  In 
1993 a National Institute of Mental Health (NIMH) roundtable that included patients, 
their families, and mental health providers considered coercion to be a “wide range of 
actions taken without consent of the individual involved” (Blanch & Parish, 1993).  
Diamond (1996) suggested that coercion exists on a continuum – from friendly 
persuasion,  to interpersonal pressure, to control of resources to use of force.  Thus 
informal coercion would fall on the end of the spectrum that included friendly persuasion 
and interpersonal pressure while formal coercion would fall on the end that include the 
use of resources as leverage and the use of force.  Intense verbal persuasion by mental 
health professionals, who have the power to forcibly commit someone, would fall 
between the two ends of the spectrum, in the grey area between formal and informal 
coercion.  Marlowe, Kirby, Bonieskie, Glass, Dodds, Husband, Platt, and Festinger 
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(1996) likewise rejected a dichotomous definition of coercion.  Rather, Marlowe and 
colleagues (1996) reported that coercion should be evaluated dimensionally, and it should 
be assessed in multiple psychological domains.  To assess coercion in this fashion, 
Marlowe and colleagues (1996) developed a coercion matrix that assessed the presence or 
absence of Social Mediation combined with Reinforcement Schedules of either 
Escape/Avoidance or Positive Reinforcement.  For Marlowe and colleagues (1996), 
coercion existed only when Social Mediation was paired with Escape/Avoidance.  Thus, 
coercion could not be positive.   
Bonnie and Monahan (2005) rejected the language of coercion all together.  
Rather they looked at mandated community treatment using the language of contracts.  
Bonnie and Monahan (2005) suggest that a situation that exploits the patient, providing 
few and unpalatable choices is coercive.  However, a situation that provides choices that 
potentially enhance outcome should be viewed as an “offer.”  Although the operational 
definitions of coercion have differed across studies, they all adopted some variation of the 
idea that patients believe that they are not free to refuse what ever is being “offered” 
(Monahan et al., 1995).   
Lidz, Hoge, Gardner, Bennet, Monahan, Mulvey, and Roth (1995) identified three 
factors that might contribute to a perception of coercion.  The first factor was “pressures,” 
which was defined as actions by others that were intended to influence the patient to enter 
the hospital.  “Pressure,” and its component parts, inducement, persuasion, threat, and 
force, make up the operational definition of coercion used in the present study.  Lidz and 
colleagues (1995) defined “inducement” as someone offering or promising the patient 
something in return for the patient admitting themselves to the hospital.  “Persuasion” 
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involved someone talking to the patient about going to the hospital or about being 
admitted without threatening the patient.  These two subcategories, inducement and 
persuasion, called “positive pressure” by Lidz and colleagues (1995), were considered 
informal coercion for the purpose of this study.  The third subgroup was “threat,” and it 
involved an actual threat if the patient did not comply with treatment in the present study.  
For the purposes of this study “threats” encompassed threats of commitment as well as 
the use of something of value to the patient (e.g., money, housing, and contact with 
family) as leverage to force the patient to comply with treatment, and were considered a 
form of formal coercion.  The final subcategory described by Lidz and colleagues (1995) 
involved the use of actual force; this was also considered formal coercion for the 
purposes of this study.   
The second and third factor included in the study by Lidz and collegues (1995) 
was used to augment our understanding of how positive and negative coercion affects the 
people who experience it.  The second factor identified by Lidz and colleagues (1995) 
was that people from different cultures may experience hospitalization and commitment 
differently and so differences in perception of coercion are actually a difference in 
perception of experience.  Finally, the third factor, “procedural justice,” involved the 
patient feels as though they are not listened to, that they were treated disrespectfully, and 
that their views were ignored.  Given the intensely personal nature of coercion these final 
two factors help us understand how formal and informal coercion impact patients’ 
perception of the process and the role it plays in managing levels of risk for violence in 
the community. 
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One review of the literature revealed that clinical studies suggest that between six 
and fifteen percent of persons in city and county jails and between ten and fifteen percent 
of people in state prisons are severely mentally ill (Lamb & Weinberger, 1998).  In 1999 
the United States Department of Justice estimated that approximately 700,000 people 
with a major mental disorder enter the criminal justice system each year (U.S. 
Department of Justice, 1999).  Among the factors cited as causes of mentally ill 
individuals being placed in the criminal justice system are more rigid criteria for civil 
commitment, lack of adequate community support, and difficulty gaining access to the 
community support available (Lamb & Weinberger, 1998).  Studies have recommended 
careful use of diversion programs, assertive case management, and various social control 
interventions (e.g., outpatient commitment and court ordered treatment) (Lamb & 
Weinberger, 1998).   
In essence, all three of the interventions described above utilize some form of 
informal coercion to ensure that the patient will adhere to the requirements of treatment 
protocol.  In theory treatment adherence would aid in managing patients risk for violence 
in the community.  However, to date no study has formally considered the effect informal 
coercion has on managing levels of risk for violence in the community.   
As we move from treating the severely mentally ill in the hospital to treating them 
in the community it becomes increasingly important to understand what impact formal 
and informal coercion has on those individuals who repeatedly move through the system.  
McKenna Simpson and Coverdale (2003) hypothesized that marginalized groups in 
society, such as prisoners or individuals who have been repeatedly hospitalized against 
their will, do not experience autonomy in their daily lives, thus hospitalization may be 
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just another coercive interchange, which is no different from others that are experienced.  
Furthermore, it has been claimed that any acceptance the patient appears to feel regarding 
his or her involuntary treatment is nothing more than learning to “play the game,” trying 
to struggle out of the situation by pleasing the professionals (Chamberlin, 1985).   
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CHAPTER 2: COERCION RESEARCH 
 
The vast majority of the literature on this topic assumes that coercion is inherent 
in the process of commitment, focusing on the components of commitment such as the 
characteristics of the actors and the rates of commitment (Hiday, Swartz, Swanson, & 
Wagner, 1997).  These studies assume that coercion is inherently experienced negatively 
by patients.  Borrowing from Gardner, Hoge, Bennett, Roth, Lidz, Monahan, and Mulvey 
(1993), Hiday and colleagues (1997) defined perceived coercion as the “opposite of the 
patient’s perception of autonomy.”  However, results from the same study by Hiday and 
colleagues (1997) indicated that admission to a psychiatric hospital can permit patients to 
feel like they have a voice and validation, and can avoid the perception of force even in 
the absence of choice.  This study does not necessarily argue there was an absence of 
coercion in the admissions studied; rather that coercion took a more positive form.  Thus, 
there is the potential for an effective use of coercion in mental health treatment provided 
that mental health professionals understand how coercion is perceived and why it is 
perceived as either positive or negative. 
 
2.1. Studies of Legal Coercion in Mental Hospital Admission 
 
The early studies on coercion generally used participants’ legal status as a proxy 
for patients’ subjective experience of coercion.  Thus, it was hypothesized that patients 
admitted voluntarily would perceive less coercion than patients admitted involuntarily 
(Monahan et al., 1995).  However, this hypothesis failed to consider the complexities of 
the system from which data were gathered.  Without a firm understanding of the legal 
system it was difficult for experimenters to accurately predict the effect that coercion 
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would have on people in the system.  As a result, the findings of the early studies on 
coercion were not what was anticipated and appeared to make little or no sense.   
There is no one system for commitment in the United States.  Some state statutes 
speak of “emergency commitment” versus “observational” and “extended” commitment 
(Monahan et al., 1995) as opposed to voluntary and involuntary commitment.  Adding to 
the confusion is the practice of many states of allowing parents or legal guardians to 
“voluntarily” commit a child or incompetent adult (Monahan et al., 1995).  Furthermore, 
it has been reported that some patients admitted under involuntary hospitalization 
procedures may actually be seeking hospitalization and are looking for a way around the 
laws that govern voluntary admissions (Hoge, Lidz, Eisenberg, Gardner, Monahan, 
Mulvey, Roth, & Bennett, 1997).  Indeed, there is anecdotal evidence that suggests that 
some patients may contrive to arrange their own commitment to overcome these legal 
obstacles (Miller, 1980).  Beck and Golowaka (1988) concluded that nearly a quarter of 
“involuntary” patients’ admission was “largely voluntary choice.”   
Causing further confusion is the fact that many patients are unaware of their legal 
status.  Studies have found that as many as half of committed patients may be unaware of 
their involuntary status (Bradford, McCann, & Mersky, 1986; Edelsohn & Hiday, 1990; 
and Toews, el-Guebaly, Leckie, & Harper, 1984).  Thus, it is unlikely that legal status 
alone will impact on their perception of coercion.  Several studies found that as many as 
two-thirds of those committed to a psychiatric hospital reported that if they been given 
the opportunity to enter the hospital voluntarily they would have committed themselves 
(Bradford et al., 1986; Cavadino, 1989; Edelsohn & Hiday, 1990;  Hoge et al., 1997; and 
Towes et al., 1984).   
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However, among those who were “voluntarily” admitted, Hoge and colleagues 
(1997) found that 44% reported that it was not their idea to be hospitalized, 25% believed 
that there were reasonable alternatives to hospitalization, and 39% believed that they 
would have been committed had they not chosen to enter the hospital.  Among the 
“involuntary” admitted patients in that study, approximately 22% reported it was their 
idea to be hospitalized, 47% believed that there was no reasonable alternative to 
hospitalization, and 81% reported that had they been offered an opportunity to come to 
the hospital voluntarily they would have (Hoge et al., 1997).  Finally, adding to the 
confusion is the fact that the patients’ legal status can change during hospitalization if the 
doctors feel that it is not in the best interest of the patient to leave the hospital (Cuffel, 
1992).  What quickly became clear was that legal status was, at best, “a crude proxy for 
patients’ experience of being coerced” (Monahan et al., 1995, p. 252).   
Furthermore, while civil commitment constitutes one of the strongest legally 
coercive force available under the law, prospective patients are also subject to extra-legal, 
informal forms of coercion to enter the hospital.  Informal coercion may take a variety of 
forms, including verbal persuasion, threats of commitment, or the use of actual force.  
Furthermore, these threats may come from a variety of sources including police officers, 
mental health professionals, case managers, and even friends and family.  Indeed, Hoge 
and colleagues (1997) found that patients reported that many of the coercive exchanges 
were initiated by family members and friends prior to contact with mental health 
professionals.   
One study found that the most common form of coercion was verbal persuasion to 
enter the hospital (Nicholson, Ekenstam, & Norwood, 1996).  An early study by Gilboy 
 17 
and Schmidt (1971) found that legally “voluntary” patients had often been explicitly 
coerced by hospital staff members that were in the position to have them involuntarily 
committed if they chose not to admit themselves.  They found that in the majority of the 
cases where voluntary procedures were used for admission the patient had been in some 
form of official custody, or was threatened with involuntary commitment just prior to 
hospitalization (Gilboy & Schmidt, 1971).  These same findings were replicated in a 
study that was conducted more than twenty years later in Chicago (Lewis, Goetz, 
Schoenfeld, Gordon, & Griffin, 1984).     
In the end, what these studies revealed was that coercion was far more complex 
than the “voluntary” and “involuntary” categorization would imply.  What became clear 
was that coercion was a highly subjective, situationally dependent experience 
(Wertheimer, 1993).  Even in cases where actual coercion was detectable using an 
objective measure, people did not necessarily agree on the presence, degree, or form of 
the coercion.   
The results of these studies seem to show that coercion can take the form of a 
“positive pressure” or a “negative pressure” (Lidz et al., 1995).  Thus, the patient’s 
perception of coercion is often less related to the presence or absence of coercive 
behavior, but rather the form that the coercion takes.  Thus, coercive behavior in the form 
of positive pressure tends to instill in the patient the sense that he or she is being treated 
fairly and with respect, while negative pressure may lead the patient to feel as though 
their opinions regarding their hospitalization is unwanted.  Therefore, the form the 
coercion takes can greatly impact the patient’s satisfaction with treatment and possibly 
their willingness to adhere to treatment.   
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2.2. Studies of Perceived Coercion in Mental Hospital Admission 
 
Patients point to a number of adverse consequences that may flow from their 
subjective perception of coercion.  These consequences include a greater reluctance on 
the part of the coerced patient to seek psychiatric care in the future and non-compliance 
with recommended care once the coercive element is lifted (Campbell & Schraiber, 
1989).  Shannon (1976) found that patients who “felt coerced” into coming to the hospital 
were less likely than other patients to expect that the staff would be helpful, less likely to 
believe that they would receive the needed treatment, and less likely to think that the 
hospital was the “the right place for them.”  Indeed, these patients were more likely to 
view the hospital as a “prison” and feel angry about their admission.  These patients 
reported being most angered by being physically controlled, deceived, brought to the 
hospital by the police, or denied “some say in what was happening to them” (Shannon, 
1976).   
Furthermore, Kaltiala-Heino, Laippala, and Salokangas (1997) found that patients 
who perceived coercion in hospital admission did worse at follow-up than patients who 
did not perceive coercion.  Another study found that patients’ perception of coercion was 
one of the strongest predictors of patient satisfaction – with higher levels of perceived 
coercion resulting in lower levels of treatment satisfaction (Høyer, Kjellin, Engberg, 
Kaltiala-Heino, Nilstun, Sigurjónsdóttir, & Syse, 2002).  However, Nicholson and 
colleagues (1996) found level of perceived coercion was unrelated to perceived benefit 
from hospitalization.  Likewise, Rain, Steadman, and Robbins (2003) found that 
perceived coercion at hospitalization was associated with increased self-reported 
 19 
treatment adherence at the first follow-up but not at subsequent follow-ups.  Furthermore, 
they observed no relationship between patients’ perceived coercion and adherence as 
reported by service providers (Rain, Steadman, & Robbins, 2003).   
The notion that “voluntary” patients were hospitalized following some form of 
threat or persuasion, served to further breakdown the voluntary/involuntary classification 
system for studies.  Lidz, Mulvey, Arnold, Bennett, and Kirsch (1993) found that verbal 
persuasion was the most common form of coercion, and that pressure to enter the hospital 
was the most common form of verbal persuasion.  Not surprisingly, results of the study 
suggest that the clinical staff’s power to commit a patient to the hospital affects the way 
the patient interprets the “persuasion” they are experiencing.  One British study found 
that patients who had been admitted “voluntarily” to the hospital but who indicated that 
they were threatened with commitment if they did not hospitalize themselves, reported 
more coercive aspects to their hospitalization (Rogers, 1993).  The impact of feeling 
coerced was found to produce a more negative attitude towards psychiatric services, with 
the patient more likely to reject future help (Rogers, 1993).  This was contrasted with 
participants who viewed their hospital admission as genuinely voluntary.  These patients 
were more willing to accept their diagnosis and find it helpful.  Furthermore, they were 
less likely to report receiving unwanted treatment than the “forced voluntary” patients 
(Rogers, 1993).  However, one study found that the most frequently reported barrier to 
seeking treatment was the fear that they would be committed to the hospital against their 
will (Swartz, Swanson, and Hannon, 2003).  Thus it would appear that the fear of 
commitment was sufficient to keep some people from seeking out the treatment that they 
know they need.   
 20 
Not only are patients’ perceptions of coercion frequently different from their 
official legal status, but their perceptions are also frequently different from the perception 
of other actors in the hospital admission process (Hiday et al., 1997).  Hoge, Lidz, 
Mulvey, Roth, Bennett, Siminoff, Arnold, and Monahan (1993) and Bennett, Lidz, 
Monahan, Mulvey, Hode, Roth, and Gardner (1993) interviewed not only patients but 
staff and family members and found that each group had different, role-dependant 
perspectives on the use of coercion in the admissions process.  Hoge and colleagues 
(1993) found that patients frequently felt that there were other alternatives to 
hospitalization (although they could not provide any when questioned), while family 
members felt that hospitalization was the last option in a long series of attempts to cope 
with the patient’s mental illness.  Furthermore, both family and physicians felt that 
hospitalization was needed while patients did not.  Interestingly, Hoge and colleagues 
(1993) found that while family members reported pressuring patients to go to the 
hospital, patients reported that they did not feel pressure from family to go to the hospital.  
Hoge and colleagues (1993) hypothesized that this difference may be due to the patients’ 
willingness to “forgive” or “understand” coercive actions of family members.  An earlier 
hypothesis put forward by Stone (1975) suggested the “Thank-you Theory.”  This theory 
suggested that in effect, the retrospective acknowledgement of a need for involuntary 
treatment attenuates or weakens the level of coercion remembered by the patient.  Even 
behavior that an observer would judge to be clearly coercive such as threats or the use of 
actual physical force was not always interpreted as coercive by patients (Bennett et al., 
1993).  In the end, procedural justice, legal status, and negative pressures emerged as the 
primary determinants of perceived coercion among patients, clinicians, and family.  
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However, these three groups differed on how much procedural justice was provided in 
the admission process.  Family and clinicians tended to feel that the patient had 
maximum opportunity to have their voice heard while the patient found their experiences 
to be inadequate and felt more coerced (Hoge, Lidz, Eisenberg, Monahan, Bennett, 
Gardner, Mulvey, & Roth, 1998).   
Echoing the results reported by Shannon in 1976, Hoge and colleagues (1993) and 
Bennett and colleagues (1993) found that the opportunity to state one’s case and to be 
included in the decision-making process was seen by patients as central to their 
subjective experience of coercion.  Likewise, Lidz and colleagues (1995) found that the 
patients’ perception of being treated respectfully, being included in a fair decision-
making process, and legal status were most closely associated their perceiving coercion 
in the process.  Similarly, other studies have found that patients perceive procedural 
justice when they feel that they are able to express their views, when the feel their views 
are seriously considered in clinical decision-making, and when they feel that they are 
treated with dignity, respect, politeness, and concern (Lidz et al., 1995; Lind, Kanfer, 
Earley, 1990; and Lind & Tyler, 1988).   
Another study found that patients who reported more coercion in the form of 
“negative pressures” reported more perceived coercion than individuals who reported 
coercion in the form of “positive pressures” (Lidz et al., 1995).  Negative pressures 
included threats and force of any kind that indicate to the patient that they would suffer a 
worse consequence were they to resist hospitalization.  This is distinct from positive 
pressures such as persuasion and inducement, which use reason or rewards in attempting 
to get patients to accept hospitalization (Lidz et al., 1995).  Lidz and colleagues (1995) 
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concluded that patients’ feelings of being coerced in hospital admission were closely 
related to their experience of positive pressure and consequently to their sense of 
procedural justice.  Thus, they felt that clinicians could minimize the experience of 
coercion by attending more closely to procedural justice issues. 
Encompassed within the notion of procedural justice is the patient’s perception 
that the hospital admission process is fair.  This has to do with the patient’s perception of 
whether others considered the patient’s views and the perceived motivation of others 
involved in the commitment process (Hiday et al., 1997).  Allowing the patient a chance 
to speak (voice) and having others listen (validation) provide a chance to influence the 
patient’s perception of the outcome, even if that outcome was not the one they would 
desire (Hiday et al., 1997).  Thibaut and Walker (1975) term this “process control” and 
found it to be essential to perceptions of fairness.  Thibaut and Walker (1975) 
distinguished “process control,” or control over the manner in which arguments are made 
and information is presented, from “outcome control,” or control over who makes the 
final decision in resolving disputes.  Results of this study indicated that the highest levels 
of perceived procedural fairness and highest levels of satisfaction with the procedures 
came when patients had process control and a third party (in this study, a judge) had 
outcome control.     
Likewise, perceptions that decision makers are acting in good faith and without 
bias are important components in evaluation of process fairness (Tyler, 1990).  When a 
patient perceives that family, friends, and clinicians are acting in good faith and with 
impartiality that patient is likely to view the hospital admission as fair (Bennett et al., 
1993; Tyler, 1992) and is less likely to perceive coercion (Hoge et al., 1993; Monahan et 
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al., 1995).  Indeed, Hiday and colleagues (1997) found that approximately two-fifths of 
their sample reported little or no negative pressures and little or no process exclusion in 
the decision-making process regarding their hospital admission.  The challenge remains, 
however, to extend this to all patients both while they are in the hospital and while they 
are receiving outpatient services in the community.   
Results of studies on patients’ perception of coercion in hospital admission show 
that the perception of coercion can be altered by modifying the coercive act.  By allowing 
a patient a voice in the proceedings, acknowledging their opinion, and the use of positive 
rather than negative pressure to effectuate the hospitalization or treatment can potentially 
have a drastic effect on the way in which the treatment is perceived.  Thus, objectively 
the act is no less coercive, but by changing the way in which the coercive message is 
delivered the mental health providers have the capacity to change how the act is 
perceived. 
 
2.3.  Studies on Perception of Coercion in Related Areas 
 
Clearly admission to the hospital is not the only time in which coercion may be 
used to manage the mentally ill.  As more people are treated through intensive case 
management, outpatient commitment, or other forms of outpatient treatment, the role of 
coercion in treatment outside of the hospital becomes increasingly important.  Many 
studies of coercion have focused on the area of substance abuse.  Among the most 
comprehensive of these was a study by Anglin, Brecht, and Maddahain (1989) on the 
prevalence of coercion among first admissions to methadone maintenance programs.  
Anglin and colleagues (1989) conducted analyses to determine whether heroin addicts 
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coerced into treatment by actions of the criminal justice system differed from heroin 
addicts who entered treatment voluntarily on factors such as of background 
characteristics, early risk factors, drug use and criminal behavior during pretreatment, 
treatment, and posttreatment.  They found that individuals who had been induced to enter 
the treatment program through legal channels had slightly higher rates of serious property 
offenses and higher proportions of time incarcerated and under legal supervision.  
However they did not differ in overall criminal behavior during pretreatment periods 
from the participants who had entered treatment voluntarily.  
The drug abuse literature is replete with illustrations of clinicians using informal 
coercion as leverage to achieve treatment goals (Marlowe et al., 1996).  Indeed, one study 
found that virtually all participants reported a combination of positive and negative 
pressures to enter treatment (Marlowe, Merikle, Kirby, Festinger, & McLellan, 2001).  
The most prominent among these coercive measures has been the encouraging results 
reported by diversion programs for professionals with substance abuse problems.  
Centrella (1994) found that comprehensive long-term aftercare and extensive monitoring 
produced favorable results.  Additionally, successful use of coercion has been found in 
some marital and family-based interventions for family members of drug users.  For 
instance, “unilateral” therapy with spouses or significant others of headstrong drug users 
has been demonstrated to increase the likelihood that the abuser will enter treatment 
(Thomas & Ager, 1993).   
Similarly, “interventions,” in which family or friends join in confronting and 
setting limits on the drug user have likewise been met with some success (Liepman, 
1993).  These interventions capitalized on the reality that many substance abusers enter 
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treatment due to coercive influences outside of treatment (Marlowe et al., 1996).  Thus, if 
clinicians could identify those sources of coercion that are operative in promoting entry 
into treatment they could choose interventions that might extend and capitalize on those 
naturally occurring coercive events.  However, Marlowe and colleagues (1996) cautioned 
that to do this, coercion must be assessed dimensionally across multiple psychosocial 
domains rather than using a dichotomous, all or none model of coercion.  Using a 
dimensional model of coercion, Marlowe and colleagues (1996) found that one-third of 
the admissions for substance abuse treatment were a result of coercion prior to admission.   
Results from the study by Marlowe and colleagues (1996) suggested that formal, 
legal pressures may exert substantially less influence over the decision to enter drug 
treatment than do informal, extra-legal influences.  The only exception to this was 
observed among participants who were referred to treatment by government agencies.  
The agency-referred group generated significantly more responses in the legal coercion 
domain than did the rest of the cohort.  Another study found that female clients reported 
being influenced more by psychological and familial pressures to enter treatment, 
whereas male participants reported being influenced by financial pressure (Marlowe et 
al., 2001).  Despite these encouraging results, Marlowe and colleagues (1996) cautioned 
that sole reliance on coercive control is unlikely to maintain treatment gains.  Rather, it is 
likely to breed resistance against treatment goals and often invoke negative affective 
states which themselves are reported to trigger drug-seeking behavior (Marlowe et al., 
1996).   However, a recent study by Marlow, Festinger, Foltz, Lee and Patapis (2005) 
found that 60% of individuals who receive treatment through the drug courts complete at 
least one year of treatment and 50% of participants graduate from the program.   
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The area of therapeutic jurisprudence has repeatedly addressed the issue of 
coercion by legal professionals in civil commitment hearings, and the impact that 
coercive behavior has on the petitioner’s perception of the hearing.  Indeed, Wexler 
(1993) and Winick (1992) have noted that the perception of free will itself confers 
psychological benefits, and therefore autonomy should be safeguarded.  Zealous 
advocacy provides the patient with a voice in the process through his/her attorney.  Thus, 
regardless of the outcome the patient feels that he/she has been heard by the attorney and 
that they had a voice in the process. 
According to one study, people were more satisfied with an outcome if they 
viewed the process as fair.  Thus, civil commitment hearings that appear to the patient to 
be a sham, violated their need to be treated with dignity and respect, and they began to 
feel as though their rights as a member of society were being violated (Stone, 2002).  The 
typical civil commitment hearing, instead of fulfilling the individual’s need for dignity, 
may actually produce feelings of worthlessness and loss of dignity (Greer et al., 1996).  
Therefore, the hearing has the potential to exacerbate the person’s mental illness and 
diminishing the individual’s motivation for treatment (Winick, 1992).   
This theory found support in the MacArthur Network on Mental Health Law’s 
study of patients’ perception of coercion (Bennett et al., 1993; Gardner et al., 1993; Hoge 
et al., 1997; Lidz et al., 1995; Monahan et al., 1995).  Patients’ perceptions of coercion in 
the mental hospital admission process were found to be strongly associated with the 
degree to which that process was seen to be characterized by procedural justice (Greer et 
al., 1996; Lidz et al., 1995).  The MacArthur research on coercion found that it was 
possible for individuals in a coercive situation (such as civil commitment settings) not to 
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feel coerced, provided that they perceived the motivation of actors to be benevolent, were 
given a voice and validation, and were treated with dignity and respect (Lidz et al., 1995).  
Individuals who were provided with this type of procedural justice reported experiencing 
considerably less coercion than individuals who were not afforded procedural justice.  
This was found to be true even for individuals who had been committed against their will 
by family members (Greer et al., 1996).  This is consistent with the findings of Hiday and 
colleagues (1997) and Lidz and colleagues (1995), that it is the nature, rather than the 
presence of coercion that affects the perception of coercion.  In the treatment context, this 
research suggests that people who feel less coerced into accepting treatment and who 
believe that entering treatment reflects their own choice are more likely to be invested in, 
and benefit from, treatment than participants who feel coerced and disrespected by the 
treatment process (Wexler and Winick, 1991).   
Greer and colleagues (1996) sought to investigate the claims of the therapeutic 
impact of civil commitment procedures by determining how the process is perceived by 
individuals who are going through it.  Results of this pilot study revealed that patients’ 
perceptions of procedural due process of commitment hearings may affect the outcome of 
their treatment in the hospital.  While patients’ perceptions of their lawyer, the hospital 
lawyer, and the judge were mixed, their perceptions of the treating clinician could only be 
characterized as strongly negative in every regard (Greer et al., 1996).  Only one patient 
in this study reported that he trusted his doctor, five out of eight reported that they were 
angry at their doctor, six out of eight reported being frustrated with their doctor, and four 
out of seven reported that their doctor embarrassed them at the hearing (Greer et al., 
1996).  The difference in perceptions between members of the legal field and the treating 
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clinician appears to stem from the patients’ perceptions that they were treated with 
dignity and respect by the legal professionals.  According to Greer and colleagues (1996) 
most patients reported that dignity and respect were very or quite important to them 
regardless of the outcome of the hearing.   
There is a sizable area of research supporting both the findings of the MacArthur 
Foundation’s study on coercion and Winick’s suppositions regarding “procedural justice” 
(Tyler, 1992; Tyler & Lind, 1992).  This avenue of study would appear to be extremely 
useful when one considers that several studies on perceived coercion have found that 
voice and dignity were central to a patient’s perception of fairness (Lind & Tylor, 1988; 
Tyler, 1992).  These studies should serve as a guide as to how coercion cane be 
effectively used in situations where coercion is inevitable. 
Another area in which the impact of procedural justice has been studied is in the 
realm of the mental health courts (Poythress, Petrila, McGaha, & Boothroyd, 2002).  The 
first mental health court was established in Broward County, Florida in 1997 (Petrila, 
2004).  As of 2004 there were approximately 30 different mental health courts in 
existence in the United States (Petrilla, 2004).  Mental Health Court (MHC) offers the 
option of placing the defendant’s criminal charges in abeyance (often with the prospect of 
no future adjudication) provided that the individual submits to a court-monitored mental 
health services (Poythress et al., 2002).  Mental health courts use one or more of three 
forms of leverage to mandate adherence to community treatment:  (1) pre-adjudicative 
suspension of prosecution charges; (2) post plea strategies that suspend sentencing; and 
(3) the use of probation (Griffin, Steadman and Petrilla, 2002).   Poythress and colleagues 
(2002) found that, overall, MHC defendants did not experience their involvement with 
 29 
the court as being coercive.  The results also suggested that making explicit to the 
defendant that they have a choice whether to remove their case to MHC may serve to 
further reduce perceived coercion.  This finding was supported by a recent study which 
found that mental health court participants reported lower levels of perceived coercion, 
increased procedural justice, and increased satisfaction with mental health court 
outcomes (Christy, Poythress, Boothroyd, Petrila, and Hehra, 2005).   
A related area of research involves the use of outpatient commitment (OPC) 
orders.  Outpatient commitment is a civil procedure in which a judge orders a patient to 
attend treatment in the community (Elbogen, Swanson, and Swartz, 2004).  By 1999 
forty-one states allowed for the use of outpatient commitment orders (Appelbaum, 2001).  
Naturalistic (Fernandez and Nygard, 1990) and controlled studies have shown that 
involuntary OPC is associated with decreased hospital readmission rates and fewer total 
days hospitalized (Swartz, Swanson, Wagner, Burns, Hiday & Borum, 1999).  It has also 
been shown to improve adherence to community based treatment (Swartez, Borum, 
Swartz, Hiday, Wagner, Burns, 2001) and reduce violent behavior and arrests among 
persons with severe mental illness (Swanson et al., 2001).  However, another study found 
that participants only received these benefits if they received sustained outpatient 
commitment for six moths or more (Wagner, Swartz, Swanson, and Burns, 2003).  
Recent research found that individuals under OPC who perceived the mandate as 
coercive were less likely to report that the treatment they received had been effective 
(Swartz, Wagner, Swanson, and Elbogen, 2004).  Additionally, results suggested that as 
the perception of coercion increased the perception of fairness decreased.  Swartz and 
colleagues (2004) found a significant correlation between perceived fairness and 
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perceived effectiveness of treatment.  Thus, if participants found the treatment to be 
effective, they retrospectively reported the treatment mandate to be fair.  In comparing 
individuals on OPC and individuals not on OPC, Elbogen and colleagues (2004) found 
that an OPC order alone did not result in significantly greater perceived coercion among 
individuals on OPC.  This finding was consistent with the results of a study by Steadman, 
Gounis, Dennis, Hopper, Roche, Swartz and Robbins (2001) who found no evidence that 
an OPC order alone increased perceived coercion.  However, when Elbogen and 
colleagues (2004) looked at multiple forms of leverage they found that when different 
forms of leverage were combined, for example OPC and the presence of a Representative 
Payee, individuals on OPC reported significantly more coercion than those not on OPC.  
Thus, it appears that multiple forms of leverage may have a greater impact on perception 
of coercion than one single form of leverage.   
A large body of research has focused on the consequences of an individual 
perceiving himself or herself as not being free to make decisions.  The absence of 
perceived control or freedom has been found to elicit one or both of two psychological 
reactions--reactance (Brehm & Brehm, 1981) or helplessness (Seligman, 1975).  
Reactance has been found to result in several outcomes, including anger toward the 
source of the restricted freedom, efforts to restore the restricted freedom, and an 
increased attractiveness of the forbidden option (Brehm & Brehm, 1981).  Conversely, 
helplessness was found to elicit depression, anxiety, and the cessation of any personal 
efforts to alleviate an aversive situation (Seligman, 1975).  Wortman and Brehm (1975) 
proposed conditions under which reactance or helplessness will be elicited in response to 
a loss of control.  Minimal experience with lack of control in the past (and therefore high 
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expectations for being in control in the present) may produce reactance, whereas 
extensive experience with lack of control in the past (which may characterize repetitively 
hospitalized patients) leads to helplessness (Wortman & Brehm, 1975).  This supports the 
hypothesis proposed by McKenna and colleagues (2003) that persons who do not 
experience autonomy in their everyday life, do not notice, or notice less, when it is taken 
away.  Similarly, Taylor and colleagues (Taylor, Helgeson, Reed, & Skokan, 1991) 
studied “perceptions of control” in non-psychiatric patients.  They found that the 
literature overwhelmingly identified feelings of personal control as being adaptive.  
Cardiac, cancer, and AIDS patients who believed that they had some control over aspects 
of their illness (i.e., symptoms, course, and treatment) adjust to those illnesses better than 
those patients who believe themselves to be helpless (Taylor et al., 1991). 
Finally, research has addressed strategies that affect the consequences of a lack of 
control and freedom.  The strategies of most direct relevance to mental hospital 
admission are “decision control” and “information control” (Monahan et al., 1995).  
“Decision control” refers to giving subjects the power to make decisions that would 
otherwise be made by others.  One study, involving residents in a nursing home found 
that residents with “decision control” were more active and had a greater sense of well-
being than residents without “decision control” (Rodin, 1986).  In fact, a one-year follow-
up found that these residents were psychologically and physically better off than the 
comparison group (Rodin, 1986).  “Information control” is the sense of control achieved 
when a person obtains or is provided with information about a stressful event (Monahan 
et al., 1995).  Information about the sensations that will be experienced during a noxious 
event and about the specific procedures one will undergo have been found to be 
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positively related to adjustment to the stressful event (Monhahan, 1995).  Fiske and 
Taylor (1984, p. 122) have noted that information control “implies that an individual 
need not be actively involved in an event to adjust to it, but that, at least in some cases, 
understanding is sufficient.” 
Thus, research in this area supports the previous findings that a patient’s sense of 
dignity and autonomy play a significant role in not only their perception of the event 
itself, but also in their perception of the effectiveness of treatment.  However, the 
question remains: what impact, if any, do these same concepts (dignity, autonomy, 
control, etc.) have on an individual’s risk for violence in the community? 
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CHAPTER 3: VIOLENCE RISK ASSESSMENT 
 
 
 The process of trying to scientifically determine who is more likely to be violent 
in the future and who is less likely to be violent was initially motivated by two significant 
legal trends.  The first of these was the movement from a “need for treatment” standard in 
civil commitment to a “dangerousness” standard (Monahan, 1984).  Thus, with this 
change it became necessary for clinicians to be able to speak to their clients’ potential for 
future dangerousness if they wished to have them committed.  The second trend involved 
the popularity of indeterminate sentencing (Monahan, 1984).  Under this method of 
sentencing defendants were sentenced to a minimum and a maximum term and the 
decision about when they were going to be released was given over to the parole board.  
At least one aspect of the decision to parole was based on the estimated level of risk the 
individual would pose to the community should he or she be released.  To make this 
determination, parole boards would often contact a mental health professional to make 
the “predictions of dangerousness” (Monahan, 1984).  With these two trends firmly in 
place, the scientific community began to investigate the accuracy of predictions of future 
violence.  Evidence suggested that accuracy of predictions was very limited at that time.  
Indeed, the American Civil Liberties Union was quoted as saying that psychiatrists’ 
“predictions of dangerous behavior are wrong about 95 percent of the time” (Ennis & 
Emery, 1978, as cited in Monahan, 1984).   
 The first generation of studies, conducted in the early 1970s, seemed to show that 
psychiatrists and psychologists vastly overrated their accuracy in predicting violent 
behavior (Monahan, 1984).  Even under the best possible circumstances, these studies 
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found that psychiatrists and psychologists were wrong at least twice as often as they were 
right (Monahan, 1984). 
 
3.1.  The Early Studies on Violence Prediction 
 
 One of the earliest studies attempting to predict violence showed promising 
results.  Kozol, Boucher, and Garofalo (1972) conducted an intensive study of violent 
male offenders.  A five-year follow-up showed that only 8% of the non-dangerous group 
recidivated compared with 35% of the dangerous group.  However, these promising 
results were short lived.  In 1976, Cocozza and Steadman studied indicted felony 
defendants who were found incompetent to stand trial.  During a three-year follow-up 
period, no differences were found between the group identified as dangerous and the 
group identified as not dangerous.  Similarly, Steadman (1977) compared the rearrest 
rates for previously institutionalized patients and found that during a three-year period 
41% of the dangerous and 31% of the non-dangerous group were rearrested for violent 
crimes.  However, in 1979 Thornberry and Jacoby followed a group of mentally ill 
offenders, all of whom had been institutionalized and released into the community.  
Results of this study found that only 14% of the participants who were released acted 
violently during the four year follow-up period. 
 Despite being carefully designed, all four of the studies suffered from 
methodological flaws.  The studies only dealt with prediction of violence for individuals 
in long-term custodial settings (Monahan, 1984).  Furthermore, all of the predictions 
were based on clinical interviews with the patient.  There were, however, a small number 
of studies predicting violence using actuarial measures.  Wenk, Robinson, and Smith 
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(1972) used a small set of predictor variables to identify a small class of prisoners 
expected to be violent.  Results indicated that approximately 14% of the participants 
predicted to be dangerous were actually violent.  In considering these results, however, 
one must note the small sample size and the large number of false positives (Wenk et al., 
1972).  However, Heldlund, Sletten, Altman, and Evenson (1973) used a large (5,525) 
sample of inpatients in psychiatric facilities and 100 predictor variables in attempting to 
predict whether patients attempted to harm or had actually harmed others.  Investigators 
obtained 91%, 94%, and 89% correct classifications on three measures of assaultiveness.  
However, false positive rates were extremely high, ranging from 60% to 80%, and only 
18% of the patients who were actually violent were identified.   
 
3.2.  The Second Generation of Studies on Risk Prediction 
 
 The second generation of studies on violence and risk moved from “predictions of 
dangerousness” to “assessment of risk for future violence.”  Heilbrun (1997) argued that 
there are at least two models of risk assessment that may be applied to the various legal 
decisions in which risk for violence is a consideration.  The first model is prediction, 
which places an emphasis on overall accuracy, while the second model is risk 
management, which places an emphasis on risk reduction.  The goal of the prediction 
model, according to Heilbrun (1997) is to attempt to determine, as accurately as possible, 
the probability of a specific event occurring within a given period of time.  Conversely, 
the goal of the management model is to reduce the risk of a specified event occurring 
(Heilbrun, 1997).  According to Helibrun (1997), the management model is more 
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sensitive to risk status changes because there are multiple risk assessments across time 
and because the focus is on dynamic rather than static risk factors.  Furthermore, the 
management model can also provide a benefit for the working relationship between the 
clinician and the patient because the role of the patient shifts from being the object of the 
prediction to an active participant in reducing risk (Heilbrun, 1997). 
To understand how to manage risk, however, clinicians needed to understand 
what factors were associated with risk.  In their article on rejuvenating the study of risk 
assessment, Monahan and Steadman (1994) delineated the factors that have “so far 
hobbled the scientific study of violence among the mentally disordered” (p. 13).  What 
was needed, according to Monahan and Steadman, was to enrich predictor variables, 
strengthen criterion variables, broaden subject sampling, and synchronize research 
efforts.  The hope was to create an actual array of risk markers for violence that could be 
reliably identified and incorporated into routine practice, allowing for increased 
predictive accuracy (Monahan & Steadman, 1994, p. 3).  Thus the second generation of 
studies on violence and mental disorders set out to achieve the goal of greater accuracy, 
and eventually, greater utility in a clinical setting.  
 This second generation of studies suggested that prevalence rates of violence were 
higher among individuals with a mental illness than among those without a mental illness 
(Borum, Swartz, & Swanson, 1996).  Overall, these studies found that rates were 
approximately five times higher than in the general population.  However, when 
comorbid substance abuse was factored out, the rates of violence among persons with a 
major mental illness alone dropped to approximately three times higher than among those 
without a mental illness (Swanson, Holzer, Ganju, & Jono, 1990). 
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 Link and Stueve (1995) examined the hypothesis that if people feel threatened or 
feel that their internal controls are compromised (e.g., delusions of thought insertion or 
thought control), violence would become more likely.  Link and Stueve (1995) identified 
three items from their structured diagnostic interview that measured the construct which 
they labeled “threat/control override.”  These items included (1) how often the patient felt 
that their mind was dominated by forces beyond their control, (2) had they ever felt that 
thoughts were put into their head, and (3) the frequency with which participants felt that 
people around them wanted to do them harm (Link & Stueve, 1995).  They found that 
violence was strongly associated with both threat/control override symptoms and other 
psychotic disorders (Link & Stueve, 1995).  Similarly, Swanson, Borum, Swartz, and 
Monahan (1996) found that individuals who reported threat/control override symptoms 
were about twice as likely to engage in assaultive behavior as those with other psychotic 
symptoms, and about six times more likely to engage in such behaviors than those with 
no mental disorder.   
 Some of the results of this second generation of prediction studies foreshadowed 
the results of the MacArthur Study on Violence Risk Assessment.  Klassen and O’Connor 
(1988) found that life events, substance abuse, and self-reported arrests for violent crime 
were predictive of subsequent violence for non-schizophrenic patients but not for 
schizophrenic patients.  Self-reported incidents of violence other than arrests predicted 
subsequent violence for schizophrenic but not for non-schizophrenic patients.  Borum and 
colleagues (1996) found that although mental illness appeared to be a risk factor for 
violence in the community, the presence of active psychotic symptoms and/or a comorbid 
diagnosis of substance abuse appeared to be a more important risk factor than simply the 
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presence of a diagnosable mental illness.  Similarly, McNiel, Binder, and Greenfield 
(1988) found that among psychiatric patients admitted to a university-based acute 
inpatient unit, those patients who had been violent prior to admission to the hospital were 
more likely to be violent during emergency commitment.   
 In addition to the increased knowledge of factors associated with violent behavior, 
the second generation of studies produced several actuarial measures intended to assess 
for certain risk factors.  These included the Barratt Impulsiveness Scale (Barratt, 1994) 
and the Novaco Anger Scale (Novaco, 1994), both of which were subsequently used in 
the MacArthur Study.  Thus, the second generation of studies began to reveal the factors 
associated with risk that are ultimately utilized in the MacArthur Study.   
Furthermore, although methodological problems still existed, great steps were 
taken by the second generation to develop valid and reliable actuarial measures of risk 
factors.  Novaco (1994) found that anger and aggressive behavior were a frequent and 
serious problem for psychiatric patients.  Moreover, he found that anger was significantly 
related to assaultive behavior during and after hospitalization.  Novaco (1994) found that 
anger was very much a “contextual phenomenon,” “embedded in physical and social 
context” (p. 53).  In creating the Novaco Anger Scale (NAS), Novaco created a two part 
measure.  The first part contained the clinically oriented scales which contained three 
domains (Cognitive, Arousal, and Behavioral) with four subscales each.  The second part 
of the NAS was intended to provide an index of anger intensity and generality across a 
range of potentially provocative situations.  The NAS showed strong test-retest reliability 
and internal reliability.  Furthermore, Novaco (1994) found that the NAS had strong 
concurrent validity with several other measures of anger, including the Buss-Durkee 
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Hostility Inventory (Buss & Durkee, 1957), the Spielberger Trait Anger Scale 
(Spielberger, Jacobs, Russell, & Crane, 1983), and the Cook-Medley Hostility Scale 
(Cook & Medley, 1954).   
In creating the Barratt Impulsiveness Scale (BIS), Barratt set out to achieve three 
goals: (1) to describe impulsiveness in “normal” persons, (2) to arrive at the role of 
impulsiveness in psychopathology, and (3) to develop a personality framework within 
which impulsiveness as a personality trait could be related to other traits (Barratt, 1994).  
Based on clinical experience, Barratt created a scale with three sub-factors of 
impulsiveness: (1) motor impulsiveness, which involved acting without thinking; (2) 
cognitive impulsiveness, which involved making quick cognitive decisions; and (3) non-
planning impulsiveness, which involved a lack of concern for the future.  Barratt found 
that among clinical populations, patients with substance abuse problems, antisocial 
personality disorders, and impulsive aggressive tendencies tended to score high on 
impulsiveness in general (Barratt, 1994).   
While these two scales were not the only actuarial measures to come out of the 
second generation of violence risk studies, they represent an important change in how 
actuarial measures were created.  The second generation began to focus on the presence 
or absence of the component parts of risk rather than attempting to predict violence itself.  
This notion of violence being composed of numerous parts was picked up and expanded 
upon by the MacArthur Study of Violence Risk Assessment (Monahan, Steadman, Silver, 




3.3.  MacArthur Study Findings 
 
 The study on violence risk assessment by the MacArthur Research Network on 
Mental Health and Law stands as the most comprehensive study to date on assessing 
individuals’ risk for violence in the community following release from psychiatric 
hospitalization.  The study had two goals: to do the best scientific study of violence risk 
possible, and to create a violence risk assessment tool that could be used by clinicians 
(Monahan et al., 2001).   
Monahan and colleagues (2001) reviewed the literature on risk and concluded that 
almost all of the studies suffered from one or more methodological problems.  Previous 
studies had only considered a constricted range of risk factors; they employed a weak 
criterion measure for violence, almost always relying on arrest; the studies narrowed the 
segment of the patient population by including only males with a prior history of 
violence; and all of the studies were conducted at a single site.  To overcome these 
methodological obstacles, Monahan and colleagues (2001) decided to obtain information 
not only from the patient but from a review of the records as well as a collateral source.  
They decided to study both men and women, with or without a history of violence, and to 
conduct the study at several sites rather than a single site.   
 Further, they decided to consider a large number of risk factors.  Variables that 
might be strong risk factors for violence among people with a mental illness were culled 
from the literature.  This list included psychopathy, anger, delusions, hallucinations, 
diagnosis, gender, violent thoughts, child abuse, prior violence, and contextual variables.  
The best existing measures of each of these variables was chosen, and measures were 
developed for variables that did not already have them (Monahan et al., 2001). 
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 Initially, a regression model was used to determine how the chosen risk factors 
related to violence.  However, regression analysis failed to capture the true relationship 
between violence and the chosen risk factors because it worked on the assumption that 
the occurrence of violence is the same for all people with a mental disorder.  Therefore, 
the regression analysis was abandoned in favor of a tree-based model of violence and 
risk.  The tree based model allowed many different combinations of risk factors to be 
used to classify a person at a given level of risk.  This model took into account the notion 
that factors that are relevant to risk for one person may not be relevant to another.  
However, early efforts using tree-based models did not provide substantial improvement 
over the predictive accuracy obtained using a standard main effect regression model.   
 Two significant steps were taken to improve the accuracy of the tree-based model.  
The first was to set two cutoff scores rather than one, separating participants into three 
groups: low risk, average risk, and high risk.  The second step was to repeat the 
classification tree, analyzing those that had been designated “average risk” in past trials.  
The thought was that people who had not been classified as either low risk or high risk in 
past trials differed in some significant way from the people who had been so classified.  
Theoretically, therefore, a full set of risk factors should be available to generate a new set 
of classification trees specifically for this group of unclassified participants.  Data were 
continually pooled and reanalyzed until no additional groups of subjects could be 
classified as high or low risk.  This model was referred to as Iterative Classification Trees 
(ICT).  Using this model, predictive accuracy was greatly increased.   
 Determining the base rate for violence within this group was important in the 
process of identifying factors that predict such violence.  However, this base rate was 
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difficult to obtain.  Because past studies had used arrest or rehospitalization as a proxy for 
violence, it was almost impossible to gauge the actual rates of violence among persons 
with mental disorders in the community.  While there was evidence that violence 
occurred more frequently than reported, there was still controversy about whether mental 
illness produced a distinct form of serious violence (Monahan et al., 2001).  To better 
assess the actual frequency and nature of the violent acts reported, information was 
gathered from multiple sources: interviews with the patient, interviews with a collateral 
source, and a review of official records.  Additionally, a variety of factors were assessed, 
including dispositional factors (e.g., age and gender), historical factors (e.g., psychiatric 
hospitalization and history of past violence), contextual factors (e.g., social support and 
stress), and clinical factors (e.g., diagnosis and specific symptoms).   
 Finally, types of violent incidents reported were collapsed into two groups.  The 
first group was labeled “serious acts of violence,” and referred to acts such as battery that 
resulted in physical injury, sexual assaults, assaultive acts that involve the use of a 
weapon, or threats made with a weapon.  The second group was labeled “other aggressive 
acts,” and included incidents of battery that did not result in injury.  Verbal threats where 
a weapon was not involved, were not included in “other aggressive acts” (Monahan et al., 
2001, p. 17).   
 Results indicated that most of the violent or other aggressive acts occurred in the 
home environment and involved spouses, boyfriends/girlfriends, or other family 
members.  Individuals who had repeated acts of violence were more likely to have 
repeated acts of domestic violence.  The majority of these incidents (56%) occurred 
during some regularly scheduled event (e.g., a meal or recreational activity).  A smaller 
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number (27%) resulted from a chance encounter with the co-participant.  Relatively few 
incidents (13%) occurred as a result of the participant or co-participant actively seeking 
out the other for the purpose of fighting.  Furthermore, alcohol use appeared to be a 
regular feature of these incidents.  In about one-quarter of the violent incidents, the 
patient was not taking a prescribed medication at the time of the violent act.  Finally, the 
number of violent acts reported dropped off drastically after the patient had been out of 
the hospital for twenty-two weeks.   
3.3.1 Gender 
 
Contrary to previous studies (Greenfeld & Snell, 1999; and Reiss & Roth, 1993), 
the MacArthur Risk study results indicated that women were as likely as men to be 
violent over the course of the one-year follow-up period.  Monahan and colleagues 
(2001) suggested that some of the historical gender difference may have resulted from 
police reluctance to arrest women accused of acting violently.  Consequently, regardless 
of the actual level of violence among women with mental illness, women were 
continually underrepresented in studies.  Additionally, women were more likely to target 
family members and to be violent in the home, making it harder to detect violence 
behavior perpetrated by women.  Conversely, the violence committed by men was more 
likely to result in serious injury requiring treatment by a physician, so it was more likely 






3.3.2. Prior Violence and Criminality 
 
Prior violence and criminality were strongly associated with violent acts committed by 
patients recently released from a psychiatric hospital.  This association was sufficiently 
strong that Monahan and colleagues determined that the patient should be asked directly 
about his or her past crime and violence regardless of whether an arrest record is 
available (Monahan et al., 2001).   
3.3.3.  Diagnosis 
 
The presence of a co-occurring diagnosis of substance abuse or dependence was 
found to be an important predictor of the occurrence of violence.  However, when no 
substance abuse was present, the major mental disorder group did not differ from the 
community controls in violence risk.  Monahan and colleagues (2001, p. 63) looked at 
three broad diagnostic groups: patients with a diagnosis of major mental disorder 
(Schizophrenia, Schizophreniform, Schizoaffective, Depression, Dysthymia, Mania, 
Cyclothymia, or Other Psychotic Disorder); patients diagnosed with a major mental 
disorder and a co-occurring diagnosis of substance abuse/dependence; and patients with a 
diagnosis of an “other” mental disorder (i.e., a personality disorder or an adjustment 
disorder) and a co-occurring diagnosis of substance abuse/dependence.  Monahan and 
colleagues (2001) found that a diagnosis of a major mental disorder without the presence 
of a co-occurring diagnosis of substance abuse/dependence was associated with a lower 
rate of violence (17%) than was a diagnosis of major mental disorder with a co-occurring 
diagnosis of substance abuse/dependence (31.1%).  However, the group with the highest 
rate of violence in the community (43%) was the group categorized as “other” mental 
disorder with a co-occurring diagnosis of substance abuse.  Indeed the presence of a co-
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occurring substance abuse disorder increased the risk for violence among both the group 
with a major mental disorder and those without a diagnosis of a major mental disorder.  
Furthermore, within the major mental disorders, a diagnosis of schizophrenia was 
associated with lower rates of violence than was a diagnosis of depression or bipolar 
disorder.     
3.3.4.  Psychopathy 
 
Results indicate that the screening version of Hare’s Psychopathy Checklist (PCL-
SV) was the strongest predictor of violence in the study (Monahan et al., 2001, p. 71).  
Despite the low base rate of psychopathy among the civil psychiatric patients, limited 
traits of psychopathy and antisocial behavior were predictive of future violence.  
Interestingly, most of the PCL-SV’s predictive power is based on its “antisocial 
behavior” factor rather than on its “emotional detachment” factor.  Despite its predictive 
power, this factor was not included in a clinically useful model of the ICT due to the 
length of time it took to administer and the relatively strenuous training requirements 
suggested by Hare.   
3.3.5.  Delusions and Hallucinations 
 
Results from the MacArthur Study suggest that the presence of delusions do not 
predict higher rates of violence among recently discharged psychiatric patients (Monahan 
et al., 2001, p. 77).  This finding appeared to contradict the findings on threat/control-
override delusions and their relationship with violence, in which violence was strongly 
associated with both threat/control-override symptoms and other psychotic symptoms 
(Borum et al., 1996).  However, non-delusional suspiciousness (i.e., a belief system 
involving a tendency toward a misperception of others’ behavior as indicating hostile 
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intent) was linked with subsequent violence.  The presence of hallucinations was 
associated with an increased risk for violence.  Although command hallucinations did not 
elevate violence risk, if the voices commanded violent acts, the likelihood of violence 
occurring over the subsequent year was significantly increased (Monahan et al., 2001, p. 
81).   
3.3.6. Anger 
 
The results regarding anger provided limited guidance for clinicians.  Results 
indicated that participants with high anger scores at hospitalization were twice as likely 
as those with low anger scores to engage in violent acts after discharge.  The effect, 
although statistically significant, was neither highly predictive nor large in absolute 
terms.  Thus, Monahan and colleagues (2001, p. 89) cautioned that clinicians should only 
use anger as a factor that incrementally increases their estimate of risk for future violent 
behavior; it should not be the basis for their estimate of future risk.   
 
3.3.7.  Creation of a Clinically Useful Actuarial Measure of Risk 
 
 At the time that the MacArthur study was completed the majority of the actuarial 
measures of risk available were sufficiently cumbersome and time consuming to make 
them impractical in a real world clinical setting (Monahan, Steadman, Appelbaum, 
Robbins, Mulvey, Silver, Roth, & Grisso, 2000).  Attempting to create a single actuarial 
tool to measure risk using all 134 risk variables would also have been impractical.  Thus, 
Monahan and colleagues eliminated 28 risk factors that would be most difficult to obtain 
in clinical practice (e.g., score on the PCL-SV was eliminated because it can take several 
hours to administer), and restricted their study to the remaining 106 variables.  Two 
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criteria were used to eliminate risk factors: (1) information that was generally unavailable 
to mental health personnel in the context of brief hospitalization; and (2) information that 
required the administration of a lengthy (≥ 12-item) instrument to obtain were eliminated 
(Monahan et al., 2000).   
 To develop the ICT model, Monahan and colleagues (2000) used chi-squared 
automatic interaction detector (CHAID) software (SPSS, 1993).  The CHAID algorithm 
was used to assess the statistical significance of the bivariate association between each of 
the 106 risk variables and the outcome measure (violence in the community).  This was 
done until the most statistically significant value of P2 was identified.  Once a risk factor 
was selected, the sample was divided according to the value of that risk factor.  This 
process was repeated with each of the divided samples.  The result of the process was to 
identify groups of cases that shared the same risk factors and also that shared the same 
values on the outcome measure of violence.   
 The ICT contained three iterations.  In the first iteration, the tree classified 429 of 
the 939 participants into either the high-risk or low-risk categories.  The second iteration 
classified 167 of the 510 participants into high-risk or low-risk.  The third and final 
iteration classified 86 of the remaining 343 participants as either high- or low-risk.  A 
total of 257 participants remained unclassified.  The final ICT contained twelve 
contingent risk factors that formed 11 risk groups (four low-risk, three high-risk, and four 
unclassified).  The twelve contingent risk factors included seriousness of prior arrests, 
motor impulsiveness, father used drugs, recent violent fantasies, major disorder without 
substance abuse, legal status, schizophrenia, anger reaction, employed, recent violence, 
loss of consciousness, and parents fought.   
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Results of the study indicate that the predictive accuracy of the clinically useful 
ICT using 106 variables was comparable to predictions based on all 134 variables.  
Furthermore, the classification tree approach to violence risk assessment improved on 
traditional approaches because it allowed examiners to view violence as an outcome 
reached by multiple routs.   
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CHAPTER 4: STUDIES ON INFORMAL COERCION AND RISK 
 
People who are seriously mentally ill often interact with the social welfare 
system, the judicial system, or other systems that use both formal and informal coercion.  
In these contexts, such individuals face loss of liberty, property, or other valued interests 
if they fail to adhere to prescribed treatments (Monahan et al., 2001).  Although there is a 
significant number of studies which have looked at informal coercion in outpatient 
settings, as of yet, no one has specifically considered the role of coercion in managing 
risk for violence in the community using the MacArthur variables to assess level of risk.   
Some of the most common forms of informal coercion are found in intensive case 
management and Assertive Community Treatment (ACT).  Conditional release and 
Community Based Forensic Treatment (CBFT) present the most obvious forms of formal 
coercion – failure to comply with treatment plans often results in the individual being 
returned to prison or the forensic psychiatric facility from which they were released.  
However, all four community based treatment possibilities provide another, less clearly 
labeled form of coercion – the constant watchful eye of the case manager who routinely 
suggests treatments or interventions that may serve to lower the individual’s level of risk 
for violence in the community.  Indeed, some studies (Bloom et al., 1986; Bloom et al., 
1992; Lamb et al., 1999; and Luettgen et al., 1998) have suggested that the majority of 
reduction in risk found with individuals in intensive community based programs can be 
attributed largely, but not entirely, to increased supervision. However, effective case 
managers cannot function as community based correctional officers--they must provide 
sufficient support to their clients to facilitate their making their own decisions to avoid 
violent behavior.   
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The literature on these various forms of community based treatment programs has 
been inconsistent, with some studies (Anglin et al., 19891; Ford, Barnes, Davies, 
Chalmers, Hardy, & Muijen, 2001; Lang, Davidson, Bailey, & Levine, 1999; and 
Muntez, Grande, Kleist, & Peterson, 1996) finding them to be effective means of 
reducing risk for violence or reoffending in the community.  However, other research 
(Kaltiala-Heino, Laippala, & Salokangas, 1997; Lovell, Gagliardi, & Peterson, 2002) 
found them to be ineffective.  One possible explanation for this inconsistency is that often 
the support that should be provided by these programs is not actually being provided 
(Lovell et al., 2002).  One study found that although most mentally ill offenders receive 
post-release social or mental health services, few received clinically meaningful levels of 
service during the first year after release (Lovell et al., 2002). These findings are 
particularly frustrating considering the analysis of Heilbrun and Peters (2000) who 
concluded, based on a review of the literature, that community based treatments could 
“prevent crime and violence” if they were to function effectively and be guided by the 
available literature.   
Two recent studies have considered the impact of court ordered outpatient 
commitment.  In the first study, researchers followed patients who had been involuntarily 
hospitalized and court-ordered into mandatory treatment following discharge (Swartz et 
al., 1999).  Results revealed that patients who had been under outpatient commitment for 
a sustained period had significantly fewer hospital readmissions and hospital days than 
members of the control group.  However, this result was only true when outpatient 
                                               
 
1
 It should be noted that Anglin and colleagues (1989) found that while intensive outpatient methadone 
treatment was effective, the level of improvement was not related to legal coercion status at the time of 
treatment admission.   
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commitment was combined with a higher intensity of outpatient services, averaging 
seven mental health contacts per month.  Furthermore, extended outpatient commitment 
was associated with lower prevalence of violence after discharge and lower rates of 
criminal victimization when compared with the control group or individuals who 
received less than six months of outpatient commitment.  The second study, conducted at 
Bellevue Hospital in New York City, found little difference between the group that was 
court-ordered to receive treatment and the group that was not (Steadman et al., 2001).  
The researchers in the Bellevue study concluded that enhanced services made a positive 
difference in the post-discharge experiences of both groups, but that the court order itself 
had no discernible impact on outcomes.   
Dvoskin and Steadman (1994) suggested that people with mental illness, 
particularly those with a history of violence, often require continuous rather than episodic 
care, so the medical model of treating symptoms as they arise is insufficient for this 
population.  They argued that individuals with a history of mental illness and violence 
need constant monitoring, especially when symptoms are absent or are less severe, to 
manage the individual and situational factors that may result in violence.  Consistent with 
the management model of risk suggested by Heilbrun (1997), Dvoskin and Steadman 
(1994) suggested that the case manager can manage both the risks faced by the clients 
and the risk the client could potentially pose to the community, and described the most 
important elements of the case manager’s job as teaching clients to recognize and 
respond to high-risk situations.   
Dvoskin and Steadman (1994) argued that case managers could provide support 
and access to a number of services that would otherwise be difficult to obtain, with the 
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goal of resolving events before more coercive measures (i.e., commitment to a hospital or 
involvement of the criminal justice system) need to be taken.  To support their 
conclusions, Dvoskin and Steadman (1994) point to a study conducted in Vancouver, 
British Columbia (Wilson, Tien, & Eaves, undated) which compared the number of days 
spent in jail for mentally ill offenders who were case managed and the number of days 
spent in jail for mentally ill offenders who were not case managed.  Results of that study 
found that for the 18 months the study was conducted, individuals who had been case 
managed spent on average 80 days in jail compared with the control group, who had 
averaged nearly three times as much time in jail (214 days).   
Similar results have been found in other studies.  Munetz and colleagues (1996) 
found that patients who received a one-year outpatient commitment demonstrated a 
significant decrease in hospital admissions, less frequent use of emergency services, and 
increased contact with mental health treatment providers.  Likewise, O’Keefe, Potenza, 
and Mueser (1997) found that conditional discharges from psychiatric hospitalization 
were associated with statistically significant improvements in both the first and second 
year after discharge for medication compliance, substance abuse, and violence.  
Furthermore, they noted a significant improvement in the first year (but not the second 
year) for the number of days spent in the hospital, the number of moves per year, and the 
number of months of employment.   
Lang and colleagues (1999) asked clients in an Assertive Community Treatment 
(ACT) program and their clinicians to rate the clients’ current difficulties in 13 quality-
of-life areas2 to determine whether improvement in any area predicted reduction in 
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hospitalization and incarceration.  Results indicated that institutional admissions (i.e., 
hospitalization or incarceration) decreased after clients entered the program.  Overall, 
clients improved significantly in all 13 areas of quality-of-life based on a comparison of 
both clinicians’ and clients’ ratings and baseline ratings.  Based on clinicians’ ratings, 
improvement in substance abuse issues predicated declines in institutional admissions.  
However, clients indicated that improvements in social support and economic issues 
predicted declines.   
Heilbrun and Peters (2000) reviewed the literature in this area, using violence as 
an outcome variable in gauging the impact of Community Based Forensic Treatment 
(CBFT).  Heilbrun and Peters (2000) found the literature to be inconsistent but generally 
positive with respect to the effectiveness of CBFT programs.  The majority of the studies 
reviewed indicated that individuals subject to conditional release had lower re-arrest rates 
than those who are not under conditional release.  One study in particular noted that 
higher levels of outpatient service contact with recently released insanity acquittees were 
associated with lower “estimated arrest rates” (Wiederanders, Bromley, & Choat, 1997).  
Another study reviewed, which followed insanity acquittees between 1978 and 1986, 
found that conditional release was associated with a lower rate of criminal offending 
while the individual is under Review Board jurisdiction in the community (Bloom et al., 
1992).  Similar results were found in another study reviewed, which found that the rate of 
police contacts per patient per year was 0.78 prior to conditional release, 0.20 while on 
conditional release, and 0.54 following conditional release (Bloom et al., 1986).   
                                                                                                                                            
2
 The 13 quality of life factors included in the study by Lang and colleagues (1999) were: psychiatric 
symptoms, substance use and abuse, medical issues, medication compliance, primary supports, social 
supports, vocational and occupational issues, housing, daily living skills, economic issues, and 
entitlements, legal involvement, behavioral issues, and treatment involvement 
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Heilbrun and Peters (2000) concluded that these programs could be an effective 
tool to lower the risk of violence or criminal behavior in individuals with severe mental 
illness.  They suggested several guidelines that may help in designing community 
programs and delivering interventions to reduce violence.  Primary among these 
considerations was that the program must identify the prevention of violence and 
criminality as among its most important goals and communicate this priority with clients 
as well as staff.   
One researcher theorized that it was the enduring relationship between the case 
manager and the client that allows for improvement in the client (Estroff, 2000).  She 
argued that it was the relationship between the two parties that allowed the case manager 
to provide empathy, support, and guidance at times when the client was behaving in a 
threatening or fearful manner.  Most importantly, it is this relationship that allows the 
case manager to recognize early signs of agitation, threat, or hostility and work with the 
client to alleviate them (Estroff, 2000).  This supposition is supported by the results of the 
study conducted by Lang and colleagues (1999), which found that clients tended to 
attribute their success to added social support, among other factors.  Ultimately, research 
has indicated that some of the risk reducing results of community based programs can be 
attributed to the additional supervision patients receive.  However, studies seem to 
indicate that a portion of the risk reduction is not attributable to supervision alone, but it 
can be attributed to something else within the relationship between service providers and 
consumers.  However, to date, the nature of that “something else” is unclear.   
 
CHAPTER 5: HYPOTHESES 
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It is hypothesized that statistically significant differences will be found between 
individuals at high risk for committing violence in the community and individuals at low 
risk for committing violence in the community on measures of coercion.  Some 
hypotheses are set out below:  
1. For participants at low risk for violence in the community, the presence of formal 
or informal coercion will not have a significant impact on reducing their self-
reported violence risk, as there is not much risk to reduce. 
2. For participants who are at high levels of risk for violence in the community, the 
presence of both formal and informal coercion will serve to lower their self-
reported violence risk.   
3. Participants who are at high risk for violence in the community will report lower 
levels of perceived coercion in mental health treatment and greater adherence to 
treatment than participants in the low risk group.  These individuals will report 
greater actual coercion to adhere to treatment, greater perceived coercion in their 
everyday life, lower levels of support for treatment, a positive effect of perceived 
coercion regarding treatment adherence, and consequently, greater treatment 
adherence.   
 While a significant portion of the treatment adherence may be attributable to the 
increased supervision which these individuals often experience, it is hypothesized that a 
moderately coercive relationship which takes the form of positive pressure will account 
for a small but significant portion of treatment adherence.   
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4. Participants who perceived high levels of coercion in the form of “negative 
pressures” will be less adherent to treatment plans once released, report less 
treatment satisfaction, and will view the coercive relationship as detrimental.   
5. Finally, participants who perceive higher levels of coercion in the form of 
“positive pressures” will have greater adherence to treatment plans once released, 




CHAPTER 6: ANALYSES 
 
The strength of association between categorical variables related to coercion and 
level of risk were analyzed through use of chi-square.  Chi-square is the proper analytic 
tool when working with a categorical dependent variable as is the case in all planned 
comparisons.  As more low risk participants were recruited than high risk participants, all 
chi-square analysis performed using unequal cell size.  These analyses compared level of 
risk with general pressure to adhere to treatment; use of outpatient commitment as a form 
of specific leverage; criminal justice system involvement as a form of specific leverage; 
the use of money as a form of specific leverage; the use of housing as a form of specific 
leverage; and support for treatment.   
The strength of association between continuous variables related to coercion and 
level of risk was analyzed through the use of a Multivariate Analysis of Variance 
(MANOVA).  MANOVA is the proper analytic tool when working with a nominal 
independent variable and several continuous dependent variables.  For the purposes of 
statistical analysis, all responses based on a Likert scale were treated as continuous.   
Since more low risk participants were recruited than high risk, all MANOVA analyses 
were run using unequal cell size.  These analyses compared level of risk with effect of 
pressure to adhere to treatment; perceived coercion to adhere to treatment (AES); the 
effect of the perceived coercion on adherence to treatment plan; the perception of the use 
of outpatient commitment as a specific leverage; the effect of the perception of criminal 
justice involvement as a form of specific leverage; the effect of the perception of the use 
of money as a form of specific leverage; the effect of the perception of the use of housing 
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as a form of specific leverage; overall satisfaction with treatment; and perception of 
coercion in everyday life. 
 Descriptive statistics were used to determine if there are significant differences 
due to gender, legal status (e.g., voluntary versus involuntary admission status), or 
socioeconomic status.  Additionally, descriptive statistics were used to determine 
differences between the high risk group and the low risk group in their perceptions of 
who is applying pressure to adhere to treatment, how this pressure makes the participant 
feel, who is applying pressure to adhere to medication, and how this pressure makes the 
participant feel.  A correlation matrix was generated comparing the effect of positive 
pressure and negative pressure variables on treatment satisfaction and treatment 
adherence to determine if the type of pressure had a significant effect on their perception 
of treatment.   
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CHAPTER 7: METHODS 
 
7.1.  Participants 
 
Participants were recruited from and interviewed at the ten community drop-in 
centers run by the Mental Health Associates of Southeastern Pennsylvania (MHASP).  
Drop-in centers were located in urban and suburban communities in and around 
Philadelphia, Pennsylvania.  A total of 212 participants were interviewed for the study.  
While participants were recruited from all ten of the drop-in centers the majority of 
participants came from three sites:  Chester City Consumer Center, located in Chester, 
Pennsylvania (N = 42); A New Life Consumer Center, located in Philadelphia, 
Pennsylvania (N = 37); and North Philadelphia (Do Drop-In) Consumer Center, located 
in Philadelphia, Pennsylvania (N = 27).  The smallest number of participants were 
recruited from Bryn Mawr Consumer Center, in Bryn Mawr, Pennsylvania (N = 9). 
Participants ranged in age from 18 to 50, with a mean age of almost 40 years old.  
A total of 132 men and 80 women participated in the study.  Of the participants who 
completed both surveys, approximately 36% of the participants identified themselves as 
African American (N = 77) and 22% identified themselves as Caucasian (N = 47).  
Hispanic and “Other” each made up just over 2% of the population (N = 5 for each 
group).  One individual who self-identified as Asian-American participated in the study.  
Racial/ethnic background information was not available on the 74 participants who only 
completed one measure.  The majority of participants (N = 137) reported that they had 
never been married, 34 reported being divorced, 24 stated they were separated from their 
spouse, 15 reported being married currently, and two stated that they were widowed.   Of 
the participants who completed both measures most (N = 83) reported having either a 
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high school diploma or their GED, while 34 participants reported that they had never 
earned a degree.  Fifteen participants reported that they had received either their 
associates degree or a technical degree, and four participants reported that they had 
received their bachelors degree.  This information was only available for the participants 
who completed both measures.  Monthly income ranged from $0 a month to $4,000 a 
month, with a mean of $727.57.  Most of the participants who completed both measures 
(N = 88) reported that they had been unemployed for at least the last month.  The two 
primary reasons for unemployment were listed as being on disability (either medical or 
mental health) (N=28) and “psychiatric problems” (N=20).  It should be noted that 
information regarding income and employment was only available for individuals who 
completed both measures.  All participants had been hospitalized at least one time for 
either mental health of substance abuse problems.  Number of hospitalizations ranged 
from 1 to 75 with a mean of almost 7.  Most participants (N = 156) reported that their last 
hospitalization had been voluntary. Forty-six participants reported that their last 
hospitalization had been involuntary; however, a total of 65 participants stated that they 
had been hospitalized involuntarily at least one time in their life.  One participant refused 
to report the legal status of the last hospitalization.   
All participants completed a survey intended to measure their risk for violence in 
the community.  This risk measure was based on the clinically useful ICT created in the 
MacArthur study of violence risk assessment (Monahan et al., 2000).  Participants who 
scored as either “low risk” or “high risk” were asked to complete a second survey 
intended to measure coercion.  The coercion measure was based on the modified AES 
created by Dr. Monahan for use in a study on mandated community treatment (personal 
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communication).  Approximately 138 participants completed both the risk and the 
coercion measure.  Of those, 102 were identified as low risk, 42 were identified as high 
risk, and 67 were unclassified.  However, six low risk and one high risk participant were 
either unwilling or unable to complete both measures.  Thus, a total of 97 low risk and 41 
high risk participants completed both the risk and the coercion surveys.  The original 
design of the study called for an equal number of high risk and low risk participants.  
However, given time constraints and constraints of the population, this was not possible.  
Thus, a second power analysis was run to determine if 97 low risk and 41 high risk 
participants would provide sufficient power.  The power analysis revealed that using 
unequal cell size and a medium effect size there were a sufficient number of participants 
in each group to reach at least a power of .80. 
Recruitment of participants was completed through the use of MHASP staff, 
flyers and face to face solicitation.  The most common means of recruitment was through 
MHASP staff and word of mouth.  Staff members would approach consumers they knew 
met the inclusion criteria of the study and ask them if they wanted to participate in the 
study.  When potential participants indicated a willingness to participate, the staff 
member would instruct them to approach the researcher administering the measure.  The 
research assistant would explain the study in more detail and ask the participant if they 
were interested in completing the surveys.  If the participant again indicated a willingness 
to participate, the research assistant would review the consent form with the participant.  
Following a review of the consent form, the participant completed a short seven question 
quiz regarding issues contained in the consent.  If the participant was able to correctly 
answer five of the seven questions the research assistant would have them sign the 
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consent form.  No consumer solicited for the study failed to correctly answer at least five 
of the seven questions.  This procedure was conducted at the request of the IRB to ensure 
that potential participants had a meaningful understanding of the nature, risks, and 
benefits of the study, and therefore could independently provide consent to participate.  
The MHASP drop-in centers were used for data collection due to the make-up of 
the consumers who use their services.  The drop-in centers are community centers that do 
not offer mental health treatment.  However, many of the consumers at these centers have 
a history of hospitalization for either mental health or substance abuse treatment.  
Additionally, most participants are currently involved in mental health treatment in the 
community.  Consumers at the drop-in centers were selected because they have 
experienced coercive interactions both as a psychiatric inpatient and as a mental health 
consumer in the community.  Furthermore, this sample previously had contact with 
potentially coercive elements of the mental health system through outpatient care, case 
management, or conditional release.  The consumers who were surveyed were able to 
provide a clear report of their perceived level of coercion.  This sample is important to 
understanding the role that coercion plays in managing risk in these settings.   
Selection criteria for research participants included (1) a history of psychiatric 
hospitalization for mental health or substance abuse issues (either voluntary or 
involuntary); (2) between the ages of 18 and 50; (3) speaks English; and (4) does not 
have a legally appointed guardian.  Participants below the age of 18 were excluded, as 
violence risk and coercion should be studied separately for adolescents and the present 
study focused on adults.  Participants over the age of 50 were excluded due to the inverse 
relationship between violence and age, and the decreased probability of violent behavior 
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in older individuals (Monahan et al., 2001).  Participants who were too disorganized or 
who MHASP staff did not recommend contacting were not asked to participate in the 
study.  One participant was excluded from the study half way through completing the 
coercion measure because he was too disorganized to complete the process.    
7.2.  Design 
 
For this study, a quasi-experimental, cross-sectional case control design was 
chosen because it would allow elaboration of concurrent and past characteristics 
associated with level of risk.  The design can also identify relationships among multiple 
influences (e.g., the effect of actual coercion versus perceived coercion, the use of 
negative pressure and positive pressures).   
The initial design of the study called for equal numbers of participants to be 
recruited from all ten drop-in centers.  Fourteen participants were to be recruited from 
each drop-in center.  Of these fourteen participants, seven were to be designated low-risk 
and seven were to be designated high-risk according to the MacArthur ICT.   However, at 
some sites it was difficult to recruit subjects who qualified to participate in the study, 
either because they were too old, too disorganized, had a legal guardian, or had never 
been hospitalized for mental health or substance abuse issues.  Consequently, a decision 
was made to recruit more heavily from sites were there was more success recruiting 
subjects who were qualified for the study.  Due to the difficulty in enrolling high risk 
subjects, data collection was focused on sites where high risk subjects were anticipated.  
Additionally, it was decided that the study should continue with unequal numbers of low 
and high risk subjects rather than dramatically over sample in order to achieve an equal 
number of low and high risk subjects.   
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7.3.  Procedures 
 
Participants in the study were contacted once while at one of the MHASP drop-in 
centers.  At the initial contact, examiners screened participants to determine their level of 
risk for violence in the community.  To determine level of risk for violence in the 
community, researchers completed a measure of risk based on the Iterative Classification 
Trees (ICT) delineated in the MacArthur study of violence and mental disorder (Monahan 
et al., 2000).  Classification of participants as “high risk” or “low risk” was done 
according to the Clinically Useful ICT described in the MacArthur Study of Violence 
Risk Assessment (Monahan et al., 2000).  Under this model, every participant was asked 
the same initial question; depending on their response, any one of a number of 
subsequent questions were asked.  According to the answers given to the series of 
questions, each participant was assigned a score based on the percent of MacArthur 
participants who were violent within twenty weeks post discharge who answered the 
questions in the same manner.  This process was repeated three times, one time for each 
iteration of the Clinically Useful ICT.   
The present study used the same two threshold approach to classification as was 
used by Monahan and colleagues (2001).  For each iteration, any participant assigned a 
predicted probability of violence greater than twice the base prevalence rate in the 
MacArthur study (>37%) was considered “high risk,” and any participant whose 
predicted probability of violence was less than half the baseline prevalence rate (< 9%) of 
that study was categorized as “low risk.”  Participants who fell between these two 
thresholds were considered “average risk” and were not considered in the present study.  
Using the Ohlin/Burgess Scoring method (Burgess, 1982; Ohlin, 1951), results of each 
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iteration were scored as follows:  -1 for low risk, 0 for average risk, and +1 for high risk.  
A composite risk score was then calculated for each participant by summing risk scores 
from each iteration.  Scores on the risk measure could range from -3 (if the participant 
was in the low risk category) to +3 (if the participant was in the high risk category).  
Monahan and colleagues (2001) found that 75% of participants who had a score of 1 or 
more were violent in the first 20 weeks following discharge from the hospital.  
Additionally, they found that 75% of participants who were not violent had a score of -1 
or less.  Thus, in the present study, participants who score 1 or more across the three 
iterations were considered high risk, and participants who score -1 or less were 
considered low risk. 
The twelve variables used in this study were: (1) seriousness of prior arrest, (2) 
motor impulsiveness, (3) father used drugs, (4) recent violent fantasies, (5) major 
disorder without substance abuse, (6) legal status, (7) schizophrenia, (8) anger reaction, 
(9) employed, (10) recent violence, (11) loss of consciousness, and (12) parents fought.   
Data on these variables were gathered from the participants self-report as clinical 
records were not available at MHASP drop-in centers.  Seriousness of prior arrests was 
measured by the patient’s self report of the seriousness of arrests since age 15.  Motor 
impulsiveness was measured from the motor sub-scale of the Barratt Impulsiveness Scale 
(Barratt, 1994).  Father used drugs was measured by self-report.  Recent violent fantasies 
were measured by the Schedule of Imagined Violence (Grisso, Davis, Vesselinov, 
Appelbaum, & Monahan, 2000).  Major disorder without substance abuse refers to a 
diagnosis of any major mental disorder without any co-occurring diagnosis of substance 
abuse, as reached by self-report.  Legal status was the initial status at time of the most 
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recent hospitalization, as reported by the individual.  Schizophrenia was diagnosed using 
the DSM-IV Checklist.  Anger reaction was measured by a short version of the 
Behavioral Subscale of the Novaco Anger Scale (Novaco, 1994).  Employment status 
was measured by self-report.  Recent violence was obtained through self-report of 
violence in the two months prior to hospital admission.  Loss of consciousness involved 
self-report of any loss of consciousness due to head injury.  Finally, “parents fought” was 
measured by self-report.   
Based on the ICT model, a questionnaire was created to be completed by the 
examiner as part of the screening interview with the participant (see Appendix A).   The 
measure took approximately five minutes to complete, and participants received five 
dollars for their participation in this part of the study.   
Participants who scored either in the high risk or low risk range were then 
administered a modified version of the coercion scale created by Monahan (J. Monahan, 
Personal Communication, September 2, 2003) for use in a study on the prevalence of 
mandated community treatment (see Appendix B).  The MacArthur Admission 
Experience Survey (AES) is a questionnaire containing true-false items designed to 
parallel the content of the MacArthur Admission Experience Interview (AEI) (Gardner et 
al., 1993).  The AEI is composed of sixteen questions that load onto five underlying 
factors (Influence, Control, Choice, Freedom, and Idea).  Gardner and colleagues (1993) 
found that patients’ responses to questions about their perceptions of coercion on the 
AES were highly internally consistent and correlated highly with scores calculated from 
the AEI.    
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The AES is intended to measure perceived coercion rather than actual coercion, 
so it cannot measure the latter (Gardner et al., 1993).  Nor does the AES allow 
discrimination of patients’ perception of coercion from patients’ perceptions of other 
noxious qualities of the mental hospital environment (Gardner et al., 1993).  Furthermore, 
perceived coercion was only examined from the perspective of the participant.  Although 
it has been found that using only one source of information to measure coercion can 
introduce significant error no matter what the source, patients’ accounts appear to be 
rather complete and somewhat superior to other sources (Lidz, Mulvey, Hoge, Kirsch, 
Monahan, Bennet, Eisenberg, Gardner, & Roth, 1997) 
The modified AES was chosen because it contains six scales not contained in the 
standard AES that are relevant to the present study.  These scales include (1) General 
Pressure to Adhere to Treatment; (2) Perceived Coercion to Adhere to Treatment (AES), 
(3) Use of Specific Leverage: Outpatient Commitment, Criminal Justice System, Money, 
and Housing; (4) Satisfaction with Treatment; and (5) Support for Treatment; and (6) 
Coercion in Everyday Life.  These scales provided a more complete understanding of role 
of perceived coercion and its effect on treatment adherence.  To understand the impact of 
formal and informal coercion on managing risk, participants were asked three additional 
questions for each area of coercion assessed for on the AES.  The first question asked if 
they had ever acted violently while subject to a particular form of leverage.  The second 
question asked about times when the participant could have acted violently but chose not 
to, and whether a particular form of leverage was present at those times.  A third question 
was added to the AES to determine if coercion in the form of social rejection or isolation 
or threatened social rejection or isolation as a result of seeking treatment was present.   
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The remaining thirteen scales were not used in this study:  Demographics; 
Treatment Service Use; Medication Use; Insight and Treatment Attitudes; Specific 
Leverage – Psychiatric Advanced Directives; Barriers to Treatment/Barriers to Care; Life 
Satisfaction; Community Violence and Victimization; Income; Cognitive Status; Brief 
Psychiatric Rating Scale; Global Assessment of Functioning Scale; and Interviewer 
Questionnaire.  These scales were excluded either because they were too detailed or they 
were not relevant to the present study.   
To assure that examiners were adhering to the protocol, examiners were 
thoroughly trained in administering both the measure of risk and the measure of coercion.  
Additionally, new research assistants were required to shadow previously trained 
research assistants until they were ready to administer the consent and both measures 
themselves.   
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CHAPTER 8: RESULTS 
 
 The results presented in this section are drawn from the responses provided by the 
130 participants who completed both the risk measure and the coercion measure.  
Demographic information was compiled on the two groups to determine if there were 
significant differenced between the groups that could affect their responses to the 
measures.  No significant differences were noted.  A roughly equal proportion of men 
(32.4%) and women (42.4%) were classified as high risk (χ2.= .887, df = 1, p = .346).  
The high risk group, with an average age of approximately 38, was slightly younger than 
the low risk group, who had an average age of approximately 42 years of age.  However, 
this difference did not reach significance (F = 3.217, p = .076).  The two groups did not 
differ significantly with respect to the age at which they were first told they may need 
mental health treatment, with the average age for both groups being around 21 years of 
age.  The average number of hospitalizations was lower for the high risk group (0 = 4.88) 
than the low risk group (0 = 8.42).  However, this difference was not statistically 
significant (F = .198, p = .108).  The two groups did not differ significantly on 
medication, with the majority of both low risk (77.3%) and high risk (68.3%) reporting 
that they were currently taking psychotropic medication (χ2.= 1.559, df = 1, p = .459).  
The two groups differed significantly with respect to their arrest history (χ 2 = 
9.615, df = 1, p <.05).  A greater proportion of high risk participants (approximately 
65%) reported being arrested at least one time, with the majority (53.7%) reporting that 
they had been arrested three or more times.  Sixty-one percent of the low risk group 
reported having been arrested at least one time, the greatest proportion (30%) of which 
reported being arrested three or more times.  The two groups also differed significantly 
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on the nature of the offenses they committed (χ 2 = 17.084, df = 3, p < .01).  Forty-nine 
percent of low risk participants stated that the most serious offense for which they had 
ever been arrested was a minor crime such as a property offense or drug crime, compared 
with only 16.2% of the high risk group who reported being arrested for the same 
offenses.  A greater proportion of the high risk group (54.1%) reported committing 
serious offenses such as Robbery, Rape, Assault, or Murder when compared with the low 
risk group (20%).   
 
8.1.  General Support for Treatment 
 
 A chi-square analysis was run to determine if low risk and high risk participants 
differed significantly in the level of support for treatment they received from family and 
friends.  In all there were eight questions on the modified AES that directly related to 
support for treatment.3  The two groups did not differ significantly on whether friends or 
family helped them with their mental health treatment (χ 2 = .036, df = 1p = .50).  
Approximately, 64% of low risk and 63% of high risk participants reported that in the 
past six months a family member or friend had helped them with their mental health 
treatment.  The groups did not differ significantly on the nature of the help they received 
(e.g. did they remind you of appointments?), with the exception of whether the family 
member of friend gave them the medication to take (χ 2 = 2.115, df = 1, p <.05).  While 
the majority of both groups reported that no one gave them their medication to take, a 
                                               
 
3
 The eight questions contained on the AES are: (1) In the past six months, was there a family member, 
friend, or someone else who regularly helped you with your mental health treatment? By helping, I mean 
someone who reminded you about your appointments, took you to the clinic, etc.  What kind of help did 
you get from any of these family members or friends?  Do they (2) Remind you of your appointments, (3) 
take you to your appointments, (3) remind you to take your medication, (4) give you your medication to 
take, (5) watch your children for you, (6) Talk through issues with you, (7) other (specify) and (8) In times 
of trouble, can you count on at least some of your family or friends? 
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greater proportion (36.8%) of low risk compared to high risk (11.1%) participants 
reported that a family member of friend had given them their medication to take.   
The two groups also differed significantly as to whether they could count on at 
least some of their family and friends (χ 2 = 6.899, df = 2, p <.05).  Results of the chi-
square analysis indicated that fewer high risk participants reported being able to count on 
a family member or friends when compared to low risk participants.  Fifty-one percent of 
low risk participants stated that they could count on family and friends “most of the time” 
compared with 43% of high risk participants.  Thirty-nine percent of low risk participants 
reported they could count on family and friends “some” of the time compared with 27% 
of high risk.  By contrast, 30% of high risk participants stated that they could “hardly 
ever/never” rely on family or friends compared with 11% of low risk participants.   
 
8.2.  Pressure to Adhere to Treatment 
 
 Several questions on the modified AES addressed participants’ perceived pressure 
to either enter or remain in treatment.  Participants were asked a series of questions 
intended to ascertain the participant’s level of perceived coercion to enter or remain in 
treatment.4  Questions ranged from little or no coercion present to the use of actual force 
or threats to coerce treatment.  Responses were on a Likert scale from one to five, with 
                                               
 
4
 These questions included: (1) I felt free to do what I wanted about going to the (mental health center); (2) 
People tried to force me to go to the (mental health center); (3) I had enough say whether I wanted to go to 
the (mental health center); (4)I chose to go to the (mental health center); (5) I got to say what I wanted 
about going to the (mental health center); (6) Someone threatened me to make me go to the (mental health 
center); (7) It was my idea to go to the (mental health center); (8) Someone tried to physically make me go 
to the (mental health center); (9) No one seemed to want to know whether I wanted to go to the (mental 
health center); (10) I was threatened with commitment; (11) They said they would make me go to the 
(mental health center); (12) No one tried to force me to go to (mental health center); (13) My opinion about 
going to the (mental health center) didn’t matter; (14) I had a lot of control over whether I went to the 
(mental health center); (15) I had more influence than anyone else over whether I went to the (mental  
health center); (16) I felt that if I went to treatment my friends and family would stop talking to me; and 
(17) I felt that if I refused to go to treatment my friends and family would refuse to talk to me.   
 72 
one being “Strongly Agree” and five being “Strongly Disagree.”  Consequently, higher 
mean scores across groups indicated greater disagreements with the statements.  A 
MANOVA was performed allowing for multiple dependent variables to be tested 
simultaneously without running a different test for each variable, thus providing a useful 
omnibus estimate of overall differences.  The two groups differed significantly on only 
two of the seven questions (see Appendix C, Table 1).  First, the groups differed 
significantly in their response to the item “I chose to go to the mental health center,” with 
high risk participants (0 = 2.62) reporting more disagreement with this statement than 
low risk participants (0 = 1.94, F = 10.229, p<.01).  The second difference that was 
significant (F = 7.260, p < .01) involved the response to the item “It was my idea to go to 
the mental health center.”  High risk participants (0 = 2.72) reported greater disagreement 
with this question than did low risk participants (0 = 2.12).  In general, participants in the 
low risk group tended to report greater agreement with statements that indicated that they 
had a voice in the decision to go into mental health treatment, while high risk participants 
tended to report greater agreement with statements that indicated that they were forced 
into mental health treatment.  However, it should be noted that the difference between the 
groups was minimal and did not reach statistical significance.   
 Variables from this set of questions were separated out and two new variables for 
positive pressure (i.e., questions involving the participant having a greater voice in 
his/her decision to seek treatment and feeling that his/her voice was heard) and negative 
pressures (i.e., questions involving the participants opinions being ignored, or the 
presence or the use of threat or force) were created.  Participants’ responses to the 
positive and negative pressure question were then summed, producing a positive pressure 
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and negative pressure score for each participant.  Since the scores were based on the 
original five point Likert scale with one being “Strongly Agree” and five being “Strongly 
Disagree” high scores indicated greater disagreement with the statements contained in the 
scale.  Thus a high positive pressure score indicated the absence of positive pressure, and 
the perception of less control over the situation.  Conversely, high scores on negative 
pressure indicated the absence of threats and an increased sense of control over the 
decision to seek treatment.  A MANOVA was run to determine if the two groups differed 
significantly on the level of positive and negative pressure they were subject to.  There 
was no statistically significant difference between the two groups on negative pressure (F 
= 1.165, p = .282).  However, the difference between the two groups on positive pressure 
was statistically significant (F = 3.963, p<.05).  High risk participants’ mean score on 
positive pressure questions (0 = 21) was significantly higher than the mean score for low 
risk participants (0 = 18).  Even though the two groups did not differ on the presence of 
negative pressure, therefore, high risk participants were reporting significantly less 
positive pressure than their low risk counterparts.  Slightly different results were found 
when high risk and low risk participants were filtered using gender.  High risk women 
reported less positive pressure and more negative pressure then their low risk 
counterparts.  However the difference failed to reach statistical significance (positive 
pressure: F=2.277, p = .139; negative pressure: F=.807, p=.374).  High risk men reported 
less positive pressure and the same amount of negative pressure as their low risk 
counterparts.  However, once again, this difference failed to reach statistical significance 
(positive pressure: F=2.295, p=.133; negative pressure: F=.604, p=.439). 
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 The second set of questions involved what, if any, pressure participants had been 
under to continue going to mental health treatment.  These questions all involved the 
threatened use of leverage to compel treatment adherence.  Responses were forced 
choice, yes/no answers.  A chi-square analysis was run to determine if the two groups 
differed significantly.  Results indicated that there was no statistically significant 
difference between the two groups on their responses to these questions.5  However, it 
should be noted that participants’ responses on the question related to notification of law 
enforcement approached statistical significance (χ 2 = .032, df = 1, p = .055).  The 
majority of both high risk and low risk participants indicated that no one had ever 
threatened to notify law enforcement if they failed to keep their mental health 
appointments.  However, a greater proportion of high risk participants (29%) than low 
risk participants (15%) reported that they had been threatened with this in the past.  The 
general trend across these questions was that neither low risk nor high risk participants 
had been forced to attend mental health treatment in the last six months.  The data were 
then filtered for gender.  Once again, for men, the general trend was that in the last six 
months they had not been subject to coercion to enter treatment with one exception; a 
significantly greater proportion of high risk men (33.3%) then low risk men (15%) 
reported that they were told that the a police officer or judge would be notified if they 
failed to keep their mental health appointments (χ2= 3.814, df=1, p<.05).  Likewise, high 
risk and low risk women did not differ significantly on the pressure to attend mental 
                                               
 
5
 In the past six months, did you feel that if you did not keep your appointment at the mental health center 
or clinic: (1) someone would make you go to the hospital (χ 2 = .032, df = 1, p = .505), (2) someone would 
commit you to the hospital (χ 2 =3.123, df = 1, p = .06), (3) someone would notify the sheriff, judge, or 
police (χ 2 = 3.48, df = 1, p = .055), (4) someone would not give you spending money (χ 2 = .037, df =  1, p 
= .557), (5) someone would force you to leave where you were living (χ 2 = 1.010, df = 1, p = .213), (6) 
someone would fire you from your job (χ 2 =1.042, df = 1, p = .231), and (7) someone would make your life 
difficult in some other way (χ 2 = .146, df = 1, p = .442).   
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health treatment with one exception.  A significantly greater proportion of high risk 
women (63.6%) than low risk women (23.5%) reported that they had been threatened 
with commitment to compel treatment (χ2= 6.016, df =1, p<.05).  The second portion of 
this question allowed participants to rate how upset it made them to be subject to these 
threats.  However, so few participants responded to these questions that there was 
insufficient data to perform a MANOVA on these variables.   
 Participants were asked the same set of questions about pressure to adhere to 
treatment except medication was substituted for mental health treatment.  As before these 
were all forced choice, yes/no, question followed by an opportunity to rate the level of 
distress the individual felt being subject to this form of leverage.  A chi-Square was 
chosen to analyze the dichotomous dependent variables and a MANOVA was utilized to 
analyze participants’ responses to the distress ratings.  As before, an insufficient number 
of participants answered the distress questions, making it impossible to run the 
MANOVA without violating the assumptions of the test.  Responses to the coercion 
variables revealed no statistically significant differences between the two groups with 
respect to the threatened use of leverage to coerce medication compliance. 6  As before, 
the general trend across these questions was that neither low risk nor high risk 
participants had been forced to take their medication in the last six months.  
 
8.3.  Effect of Pressure on Treatment 
 
                                               
6
 In the past six months, did you feel that if you did not take your medication: (1) someone would make you 
go to the hospital (χ 2 =2.238, df = 1, p = .103), (2) someone would commit you to the hospital (χ 2 =.212, df 
= 1, p = .418), (3) someone would notify the sheriff, judge, or police (χ 2 =.054, df = 1, p = .523), (4) 
someone would not give you spending money (χ 2 = 1.146, df = 1, p = .227), (5) someone would force you 
to leave where you were living (χ 2 =.772, df = 1, p = .267), (6) someone would fire you from your job (χ 2 
=.051, df = 1, p = .596), and (7) someone would make your life difficult in some other way (χ 2 =.640, df = 
1, p = .343).   
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 Participants were presented with a series of statements discussing the effect that 
pressure to go to treatment or stay in treatment has had on them.  Participants were asked 
to rate their agreement with the statement on a five point Likert scale with one being 
“Strongly Agree” and five being “Strongly Disagree.”  Thus, higher mean scores 
indicated greater disagreement with the statements. A MANOVA was then run to 
determine if the two groups differed significantly on the individual statements.  The two 
groups did not differ significantly on any of the statements with the exception of one.7  
There was a statistically significant difference between low risk and high risk participants 
on the question related to violence (F = 10.363, p <.01).  High risk participants had a 
significantly higher mean score for this statement (0 = 2.85) than low risk participants (0 
= 2.14), indicating greater disagreement with the notion that the pressure to adhere to 
treatment had helped them manage their risk for violence.  Once again the data were 
filtered by gender.  High risk women did not differ significantly from low risk women on 
any of the variables related to the effect of coercion on treatment.  For men, high risk and 
low risk differed significantly on only one variable, “kept me from being violent” 
(F=18.553, p<.01).  High risk men reported significantly greater disagreement with the 
idea that the pressure they had been under to adhere to treatment had helped them 
manage violent behavior. 
A correlation matrix was run using the variables related to pressure to adhere to 
treatment and the previously created positive pressure variables (see Appendix C, Table 
                                               
 
7
 Overall, the pressures or things that people have done to try to get me to get treatment or stay in treatment 
…(1) were one by people who tried to be fair to me(F = 2.052, p = .154), (2)were for my own good (F = 
.050, p = .824), (3) were not done out of real concern for me (F = 1.177, p = .280), (4) Helped me to get 
and stay well (F = .420, p = .518), (5) helped me gain more control over my life (F = 1.036, p = .311), (6) 
did not make me feel respected as a person (F = 1.351, p = .247), (7) should be done again in the future if 
needed (F = .849, p = .359), (8) kept me from being violent (F = 10.363, p<.01), and (9) made me angry (F 
= 3.761, p = .055). 
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2) and negative pressure variables (see Appendix C, Table 3).  In general, statements 
indicating a positive therapeutic experience were positively correlated with positive 
pressure variables and negatively correlated with negative pressure variables.  
Conversely, statements indicating that therapy had not been beneficial were positively 
correlated with negative pressure variables and negatively correlated with positive 
pressure variables.  For example, the statement “…were for my own good” was 
significantly positively correlated with several positive pressure variables including: “I 
felt free to do what I wanted about going to the mental health center” (r = .184, p < .05); I 
had enough of a chance to say whether I wanted to go to the mental health center” (r = 
.278, p < .01);  and “I chose to go to the mental health center” (r = .278, p <.01).  It was 
negatively correlated at a statistically significant level for several negative pressure 
variables including: “I was threatened with commitment” (r = -.193, p <.05); and “I felt 
that if I went to treatment my friends and family would stop talking to me or spending 
time with me” (r = -.209, p<.05).  When data were filtered by gender, similar results were 
found for men.  Thus, regardless of the outcome of the therapeutic contact, it appears that 
if the participant believed that they had a voice in the process they viewed treatment as 
being in their best interest.  However, if they felt that they were forced into therapy, 
either through threat or the fear of social isolation, the intervention was not viewed to be 
in their best interest.  Female participants had a different response to both positive and 
negative pressure.  Several positive pressure variables were negatively correlated with 
positive feelings about the pressure to adhere to treatment (see Appendix C, Table 4).  
However, none of these correlations reached statistical significance.  The opposite was 
found for women on the negative pressure variables.  Several of the negative pressure 
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variables were positively correlated with the belief that pressure to adhere to treatment 
had been beneficial (see Appendix C, Table 5).  However, once again none of these 
correlations reached statistical significance.   
Similar results were found for pressure variables relating to negative feelings 
associated with therapy.  For example, the statement “ … were not done out of real 
concern for me” was significantly negatively correlated with the following positive 
pressure variables: “I chose to go to the mental heath center” (r = -.246, p <.01) and I had 
more influence than anyone else on whether I went to the mental health center (r = -.174, 
p<.05).  The statement was significantly positively correlated with the following negative 
pressure variables: “Someone physically tried to make me go to the mental health center 
(r= .269, p<.01); “I was threatened with commitment” (r = .198, p<.05); “I felt that if I 
went to treatment my friends and family would stop talking to me or spending time with 
me” (r = .231, p<.01); and “I felt that if I refused to go to treatment my friends and family 
would stop talking to me or spending time with me” (r = .222, p<.05).  Not surprisingly, 
results indicate that participants who felt that they had been forced into therapy reported 
more negative feelings about treatment.   
Variables related to procedural justice, or having a voice in the decision to seek 
treatment, were positively correlated with most of the positive statements related to 
treatment (see Appendix C, Table 2).  Results indicated that positive pressure was 
associated with the belief that therapy had been beneficial (“…helped me get and stay 
well”), were in the patients best interest (“…were for my own good” and “ … should be 
done again in the future if needed”), and were done by people who cared for them (“… 
were done by people who tried to be fair to me”).  There were several negative pressure 
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variables that had a similarly profound impact on the experience of treatment.  Threats of 
commitment, use of force, and fear of social isolation were all associated with a negative 
opinion of therapy (see Appendix C, Table 3).  These three negative pressure variables 
were associated with the belief that therapy had not been in the participants best interest 
(“… were not done out of real concern for me”).  Participants who reported being subject 
to these forms of pressure reported feeling disrespected and angry.   
It is important to note that the statement “…kept me from being violent” was not 
significantly correlated with any of the positive pressure variables.  Nor was it 
significantly correlated with any of the negative pressure variables.  The same results 
were found when the data were filtered by gender.  Violence was not significantly 
correlated with any positive or negative pressure variables for either men or women.     
 
8.4.  Treatment Adherence 
 
 The modified AES never specifically asks participants about treatment adherence.  
However, the measure contained a series of statements regarding what effect pressure had 
on overall treatment adherence.  Participants were asked to rate the statements based on a 
five point Likert scale with one being “Strongly Agree” and five being “Strongly 
Disagree.”  One of the statements contained in this section was “Over all the pressure I 
have be under to go to treatment or stay in treatment has made me more likely to keep my 
appointments and take my medication.”  High risk participants had a higher mean score 
(0 = 2.52) compared with low risk participants (0 = 2.41) indicating that they disagreed 
with this statement slightly more than their low risk counterparts.  However, the 
difference between the two groups did not reach a level of statistical significance (F = 
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3.105, p = .080).  Data were then filtered by gender.  High risk and low risk female 
participants did not differ significantly on treatment adherence (F=.337, p=.565).  High 
risk and low risk male participants did differ significantly on treatment adherence 
(F=4.806, p<.05).  High risk male participants reported significantly greater disagreement 
with the belief that the pressure they had been under to adhere to treatment had helped 
them to stay in treatment. 
A correlation matrix was run to determine if treatment adherence was correlated 
with remaining treatment adherence variables and the positive pressure variables (see 
Appendix C, Table 2) and negative pressure variables (see Appendix C, Table 3).  
Treatment adherence was not significantly correlated with any of the positive pressure or 
negative pressure variables.  However, a significant positive correlation was found with 
the pressure variable “ …kept me from being violent” (r = .280, p<.01).  Thus it appears 
that treatment adherence can have a positive effect on managing risk for violence.  
Results tend to indicate that positive and negative pressure variables do not have a direct 
effect on treatment adherence or managing risk for violence.  However, it can be argued 
that the effect of positive and negative pressure manages risk for violence indirectly, 
through their impact on the perception of therapy.  Presumably, if the therapeutic 
intervention is viewed as negative and not in ones best interest (as is the case when 
negative pressure is used), one may be less inclined to continue with treatment.  While 
treatment adherence is not the only factor in managing risk for violence, the relationship 
between violence risk and treatment adherence is an important one.   
 
8.5.  Treatment Satisfaction 
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 The modified AES contained 14 statements that related to satisfaction with 
treatment.  Responses were based on a five point Likert scale with one being “Strongly 
Agree” and five being “Strongly Disagree.”  Thus, lower mean scores on the questions 
indicated greater satisfaction with treatment and higher scores indicated less satisfaction 
with treatment.  In general, low risk participants reported greater satisfaction with 
treatment than high risk participants (see Appendix C, Table 6).  However, the 
differences between the two groups only reached a statistically significant level for two 
statements.8  The two groups differed significantly in their responses to the statement “As 
a result of treatment I deal more effectively with daily problems” (F = 6.702, p <.05).  
Low risk participants had a mean score of 1.82 compared with high risk participants who 
had a mean score of 2.31.  Thus, it appears that high risk participants do not feel as 
strongly about the role that therapy played in helping them manage their daily problems 
as low risk participants do.  The two groups also differed significantly on their responses 
to the statement “As a result of the treatment I received I am better able to avoid acting 
violently” (F = 18.628, p <.01).  High risk participants had a significantly higher mean 
score (0 = 2.42) than low risk participant (0 = 1.66), indicating that they are less 
                                               
 
8
 (1) I liked the services that I have received in the past six months (F = .010, p = .922). (2) If I had other 
choices, I would still get services from the places I have gotten them before (F = .150, p = .699). (3) Staff 
where I received services was willing to see me as often as I felt it was needed (F = 1.315, p = .255). (4) I 
was able to get all the services I thought I needed (F = 2.127, p = .149).  (5) Staff where I received services 
believed that I could grow, change, and recover (F = .180, p = .673). (6) Staff where I received services 
encouraged me to take responsibility for how I lived my life (F = 3.888, p = .052).  (7) Staff where I 
received services respected my wishes about who was and who was not to be given information about my 
treatment (F = 2.675, p = .106). Because of the treatment I received  … (8) I deal more effectively with 
daily problems (F = 6.702, p = .012), (9) I am in better control of my life (F = 2.182, p = .144), (10) I am 
getting along better with my family (F = .860, p = .357), (11) I am doing better in school and/or work (F = 
3.924, p = .051), (12) my symptoms are not bothering me as much (F = 3.806, p = .055), (13) I am better 
able to stay out of trouble with the law (F = 3.849, p = .054), and (14) I am better able to avoid acting 
violently (F = 18.628, p = .000).   
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convinced that therapy is helping them manage their violence risk.  None of the other 
statements were significantly different in their endorsement by the two groups.   
 A correlation matrix was created to determine if positive and negative pressure 
variables correlated significantly with the questions related to treatment satisfaction.  The 
general trend was that individuals who reported being subject to positive pressure to 
induce mental health treatment reported greater treatment satisfaction (see Appendix C, 
Table 7) than individuals who reported being subject to negative pressure (see Appendix 
C, Table 8).  As before the positive pressure variables that were significantly correlated 
with the most treatment satisfaction variables were the variables associated with 
procedural justice.  Likewise, threats of commitment and the use of force were the 
negative pressure variables that were significantly negatively correlated with the most 
treatment satisfaction variables.  Unlike before, the fear of social isolation was not 
significantly correlated with any of the treatment satisfaction variables (see Appendix C, 
Table 8).   
 A second correlation matrix was then run looking at the same variables for only 
high risk (see Appendix C, Tables 9 & 10) and only low risk (see Appendix C, Tables 11 
& 12) participants.  Results indicated that for low risk participants, treatment satisfaction 
was not significantly correlated with any of the positive pressure variables.  Additionally, 
treatment satisfaction was only correlated with two of the negative pressure variables: 
“someone threatened me to get me to go to the mental health center” (r = -.343, p <.01); 
and “I was threatened with commitment” (r = -.225, p<.05).  For high risk participants, 
treatment satisfaction was significantly positively correlated with the following positive 
pressure variables: “I felt free to do what I wanted about going to the mental health 
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center” (r = .396, p<.05); “I chose to go to the mental health center” (r = .384, p<.05); “I 
got to say what I wanted about going to the mental health center” (r = .329, p<.05); “No 
one tried to force me to go to the mental health center” (r = .411, p<.05); and “I had a lot 
of control over whether I went to the mental health center” (r = .384, p<.05).  Treatment 
satisfaction for high risk participants was also significantly negatively correlated with the 
following negative pressure variable “people tried to force me to go to the mental health 
center” (r = -.369, p<.05).  It is interesting to note that the negative pressure variables did 
not have as significant an impact on treatment satisfaction for high risk participants.  
However, threats of commitment (r = -.343, p<.01) and other verbal threats (r = -.225, 
p<.05) had a negative impact on treatment satisfaction for low risk participants.  
Conversely, positive pressure only had a significant impact on high risk participants’ 
treatment satisfaction.  Low risk participants’ treatment satisfaction, on the other hand, 
was largely unaffected by positive pressure.   
The statement “As a result of treatment I am better able to stay out of trouble with 
the law” did not significantly correlate with any of the positive pressure variables.  
However, it was negatively correlated at a statistically significant level with the following 
negative pressure variables: “Someone threatened me to get me to go to the mental health 
center” (r = -.223, p<.05) and “Someone physically tried to make me go to the mental 
health center” (r = -.180, p <.05).  Thus, it appears that positive pressure does not have a 
significant impact on managing criminal behavior.  However, negative pressure, 
particularly in the forms of threats and physical force may actually serve to increase 
criminal behavior.   
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Similar results were found with the statement “As a result of treatment I am better 
able to avoid acting violently.”  This statement was only significantly positively 
correlated with one positive pressure variable (“I felt free to do what I wanted about 
going to the mental health center” r = .224, p <.05).  However, it was significantly 
negatively correlated with the same two negative pressure variables:  “Someone 
physically tried to make me go to the mental health center” (r = -.200, p<.05) and “I was 
threatened with commitment” (r = -.192, p<.05).  These results suggest that not only is 
negative pressure not beneficial to risk management, it may actually be detrimental to the 
process of managing risk for violence in the community.  Furthermore, it appears that 
negative pressure in the form of threats of commitment or the use of physical force may 
be particularly harmful to managing risk for violence in the community.   
 
 
8.6.  Perceived Coercion in Everyday Life 
 
 Participants were asked a series of question about how much coercion they 
perceive in everyday life9.  They were also asked several question related to the amount 
of control, or perceived autonomy they feel they have.  Overall, both low risk and high 
risk participants reported equal levels of coercion in everyday life (F = 1.917, p = .169).  
High risk and low risk participants only differed significantly on one variable.  Low risk 
participants reported having significantly more say about what time they woke up in the 
morning (0 =3.50) compared to high risk participant (0 = 2.76, F = 4.956, p<.05).  The 





 (1) “How much say do you have in what time to you get up in the morning?” (2) “How much say to you 
have in what you do during the day?” (3) “How much say do you have in how much of your money you get 
to spend?” (4) “How much say do you have in who you get to spend time with during the day?” (5) “How 
much say do you have in what programs you get to watch on television?” (6) “How much say do you have 
in what foods you eat?” 
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two groups did not differ significantly in their responses to any of the autonomy 
variables. 10     
 
8.7.  Leverage Variables 
 
 The modified AES asked a series of questions pertaining to four different forms 
of leverage (outpatient commitment, criminal justice system, money and housing).  In 
each section participant were asked a series of forced choice, yes/no questions regarding 
whether they had ever been subject to that form of leverage, if someone had used that 
particular form of leverage to compel treatment adherence, if that form of leverage was 
present the last time the wanted to act violently but chose not to, if their decision not to 
act violently was based on the concern that that form of leverage would be used (i.e. they 
would be asked to leave their home), and whether they had ever acted violently in the 
presence of that form of leverage.  Then participants were asked a series of opinion 
questions regarding the form of leverage.  In these opinion questions participants were 
provided with a statement and were asked to rate the statement on a scale from one to 
five with one being “Strongly Agree” and five being “Strongly Disagree.”   
 The two groups did not differ significantly in the number of different forms of 
leverage to which they were subject (F = .002, p = .963).  Responses ranged from 
denying that they were subject to any of the forms of leverage to reporting that they had 
been subject to all four forms of leverage.  The majority of both low risk (71.8%) and 
high risk (75.1%) reported having experienced at least one of the forms of leverage asked 
                                               
10
 (1) I have little control over things that happen to me” (F = .733, p = .393) (2) “There is really no way I 
can solve some of the problems I have” (F = .209, p = .649) (3) “There is little I can do to change many of 
the important things in my life” (F = .044, p = .834) (4) “Sometimes I feel that I am being pushed around in 
life” (F = .053, p = .819) (5) What happens to me in the future mostly depends on me” (F = .576, p = .449) 
(6) “I can do just about anything I really set my mind to” (F = .540, p = .464). 
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about.  A chi-square analysis was run to determine if the two groups differed on the 
forms of leverage to which they reported being exposed.11  The only difference that 
reached statistical significance was whether participants had ever received disability 
payments through a representative payee (χ 2 = 4.398, df = 1, p<.05).  Significantly more 
low risk participant (33%) than high risk participants (15%) reported receiving money 
through a representative payee.  
  
8.7.1.  Outpatient Commitment as a Form of Leverage 
 
A chi-square analysis was conducted to determine if the two groups differed on 
whether they had been subject to outpatient commitment (OPC).  Low risk and high risk 
participants did not differ significantly when asked if they had ever been on OPC (χ 2 = 
.160, df = 1, p = .424) (see Appendix C, Table 13).  However, a significantly greater 
proportion of high risk participants (χ 2 = 7.55, df = 1, p<.05) reported that they were 
subject to an outpatient commitment order at the time of the interview (see Appendix C, 
Table 13).   
 Participants who had indicated that they had been under OPC at some point were 
asked if they were ever told that they “had to keep [their] mental health appointments 
because they were on outpatient commitment.”  The majority of both low risk and high 
risk participants who had been subject to an outpatient commitment order reported that 
they had been told that they had to keep their mental health appointments because of the 
order (χ 2 = .731, df = 1, p = .373) (see Appendix C, Table 13).  High risk and low risk 
                                               
 
11
 Outpatient Commitment as a form of leverage: χ 2 = .160, df = 1, p = .424 
Criminal Justice System as a form of leverage: χ 2 =.236, df = 1, p = .387 
Money as a form of leverage: χ 2 = .4398, df = 1, p = .027 
Housing as a form of leverage: χ 2 = 2.590, df = 1, p = .078 
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participants did not differ significantly on who told them they had to keep their 
appointments.12  For both low risk and high risk participants the instruction to keep their 
mental health appointments mostly came from someone in the legal system, a case 
manager, or a psychiatrist.  
 Participants were then asked whether they had ever wanted to act violently but 
chose not to because they were on OPC.  If they responded in the affirmative, they were 
asked if their decision not to act violently was based on the fact that they were under an 
OPC order.  Additionally, participants were asked if there had ever been a time when 
they were under an OPC order, and still acted violently.  These questions took the form of 
forced choice, yes/no questions; consequently a chi-square analysis was performed to 
determine if the two groups differed significantly on these variables (see Appendix C, 
Table 13).   
The majority of both low risk (76%) and high risk (69%) participants reported 
that the last time they wanted to act violently but chose not to, they had not been subject 
to an outpatient commitment order (χ 2 = .204, df = 1, p = .462).  More low risk 
participants (63%) than high risk (40%) reported that their decision to not act violently 
was based on the fact they were subject to an OPC order (see Appendix C, Table 13).  
However, this difference did not reach a level of statistical significance (χ 2 = .627, df = 1, 
p = .413).  Furthermore, the majority of both low risk (70%) and high risk (70%) 
                                               
 
12
 Who told them they would have to keep their appointment because of the outpatient commitment order: 
(1) Psychiatrist (χ 2 =.016, df = 1, p = .613); (2) Case manager (χ 2 =.520, df = 1, p = .387); (3) Someone 
else in the mental health clinic (χ 2 = .287, df = 1, p = .462); (4) Someone in the legal system (χ 2 =.618, df = 
1, p = .374); (5) a family member (χ 2 = .816, df = 1, p = .332) and (6) Someone else (χ 2 = .320, df = 1, p = 
.514). 
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participants reported that they had never acted violently while on OPC (χ 2 = .001, df = 1, 
p = .67).   
Participants were then asked four opinion questions regarding OPC.  The first two 
questions asked participants to rate their agreement with the statements “Outpatient 
commitment helps people stay well” and “Outpatient commitment keeps people from 
being violent.”  Participants rated their level of agreement with these statements on a five 
point Likert scale with one being “Strongly Agree” and five being “Strongly Disagree.”  
A MANOVA was run to determine if the two groups differed on their level of agreement 
with these statements.  Participants were then ask to respond to two forced choice, 
yes/no, statements: “People are more likely to stay out of the hospital when they are on 
OPC” and “People are less likely to act violently when they are on OPC.”  To determine 
if the two groups differed significantly on their responses to these two questions a chi-
square analysis was performed.   
No significant difference was noted between the two groups in their responses to 
the statement “Outpatient commitment helps people stay well” (F = 1.727, p = .191).  
High risk participants (0 = 2.95) reported greater disagreement with the statement 
“Outpatient commitment keeps people from being violent” (F = 6.486, p<.05) then their 
low risk counterparts (0 = 2.41).  The data were then filtered by gender allowing 
examination of male and female participants separately.  High risk and low risk female 
participants did not differ significantly in their response to the opinion statement “OPC 
keeps people from being violent” (F=.337, p = .565).  Conversely, male participants did 
differ significantly in their response to the opinion statement (F=4.806, p<.05).  High risk 
male participants reported significantly greater disagreement (0=3.0) with the idea that 
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OPC could be used to manage violence risk when compared with low risk male 
participants (0=2.34). 
When looking at the group as a whole, a significantly greater proportion of low 
risk participants (77%) than high risk participants (54%) reported that OPC helps people 
stay out of the hospital (χ 2 = 6.245, df = 1, p<.05).  A significantly greater proportion of 
low risk participants also reported that people are less likely to act violently if they are 
subject to an OPC order (χ 2 = 8.735, df = 1, p <.01) (see Appendix C, Table 13). 
   
8.7.2.  The Criminal Justice System as a Form of Leverage 
 
A chi-square analysis was performed to determine if the two groups differed on 
whether they had ever been picked up by police and taken to see a doctor when they were 
not under arrest or charged with breaking the law.  Those who responded in the 
affirmative were then asked if they understood that the police were only providing 
transportation, and whether they thought that they would be forced to get treatment 
because the police were bringing them to see the doctor (see Appendix C, Table 14).  All 
three of these questions called for a forced choice, yes/no, response.   
The majority of both low risk (75%) and high risk (71%) participants reported 
that they had never been picked up by the police and taken to see a doctor (χ 2 = .236, df = 
1, p = .387).  Among the participants who reported that they had been picked up by the 
police and taken to see their doctor, the majority of both low risk (75%) and high risk 
(75%) participants reported that they understood that the police were only providing 
transportation ( χ 2 = .000, df = 1, p = .65).  However, a greater proportion of high risk 
participants (75%) than low risk participants (58%) believed that because the police had 
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brought them to the doctors they would be forced to attend treatment, although this 
difference was not statistically significant (χ 2 = .963, df = 1, p = .273) (see Appendix C, 
Table 14).   
Participants were then asked a series of questions related to whether they had ever 
been arrested and given the opportunity to seek treatment in the community rather than 
go to jail.  Participants were asked if they had ever been told that charges would be 
dropped if they got treatment in the community, if they were ever told that they could 
avoid jail by getting treatment in the community, or if they had ever been told that they 
must go to mental health treatment as a condition of their probation or parole.  These 
were all forced choice, yes/no, questions.  A chi-square analysis was performed to 
determine if the two groups differed on any of these variables (see Appendix C, Table 
14).   
The majority of both low risk (74%) and high risk (68%) participants reported 
that they had never been told that they could avoid jail if they sought treatment in the 
community (χ 2 = .402, df = 1, p = .343).  Additionally, the majority of both low risk 
(79%) and high risk (67%) participants reported that they had never been told that 
criminal charges would be dismissed if they agreed to attend treatment in the community 
(χ 2 = 1.548, df = 1, p = .161).  Nor did the two groups differ on whether they had ever 
been told that they must go to mental health treatment as a condition of their probation or 
parole (χ 2 = .141, df = 1, p = .466).  The majority of both low risk (65%) and high risk 
(70%) participants reported that they had never been told that they must get treatment as 
a condition of their probation or parole.   
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Participants were then asked three questions related to their violence history: “In 
the past when you have wanted to act violently but chose not to, did you worry that you 
would be arrested if you acted violently?” “Was fear of being arrested the reason you 
chose not to be violent?” and “In the past have you acted violently, been arrested, but 
given the choice to seek treatment instead of going to trial?”  These three questions were 
forced choice, yes/no, questions and a chi-square analysis was used to determine if the 
two groups were significantly different.  The majority of both low risk (80%) and high 
risk (85%) participants reported that in the past when they have wanted to act violently 
but chose not to they were concerned that the police would arrest them if they acted 
violently; this difference was not statistically significant (χ 2 = .453, df = 1, p = .341).  
The participants of each group were split as to whether their decision to refrain from 
violent behavior was due to a fear of being arrested (χ 2 = .000, df = 1, p = .575) (see 
Appendix C, Table 14).  A significantly greater proportion of high risk participants (35%) 
reported that, in the past, they had acted violently, and were given a chance to seek 
treatment rather than go to trial (χ 2 = 4.279, df = 1, p<.05) (see Appendix C, Table 14).   
Finally, participants were asked to rate three statements related to the use of the 
criminal justice system as a form of leverage.  All three statements were rated on a five 
point Likert scale with one being “Strongly Agree” and five being “Strongly Disagree.”  
A MANOVA was used to analyze the results and to determine if the two groups differed 
significantly.  High risk participants (0 = 2.93) expressed greater disagreement than their 
low risk counterparts (0 = 2.36) with the statement “Being told to get treatment by a 
police officer, prosecutor, judge or probation officer helps people stay well” (F = 7.952, 
p<.01).  The two groups also differed significantly in their responses to the statement 
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“Being told to get treatment by a police officer, prosecutor, judge or probation officer 
helps people stay out of trouble with the law” (F = 11.519, p<.01).  Again, high risk 
participants (0 = 3.05) expressed greater disagreement with this statement than their low 
risk counterparts (0 = 2.39).  Finally, high risk participants (0 = 3.39) expressed 
significantly greater disagreement than their low risk counterparts (0 = 2.68)with the 
statement “Being told to get treatment by a police officer, prosecutor, judge or probation 
officer helps people from being violent” (F = 11.498, p<.01).  Again, the two groups 
were filtered by gender allowing examination of male and female participants separately.  
High risk and low risk participants differed significantly in their responses for both men 
(F=6.70, p<.05) and women (F=6.697, p<.05).  High risk men (0=2.89) and women 
(0=3.64) expressed greater disagreement then low risk counterparts (men: 0=2.31; 
women: 0=2.79) with the notion that the criminal justice system is helpful in managing 
violence risk.   
 
8.7.3.  Money as a Form of Leverage 
 
Participants were asked questions related to whether they ever had a 
representative payee (see Appendix C, Table 15).  All four questions involved forced 
choice, yes/no, answers.  A chi-square analysis was run to determine if the two groups 
differed significantly in their responses.  A significantly greater proportion of low risk 
participants reported that they had a representative payee at some point (χ 2 = 4.398, df = 
1, p<.05).  However, of the participants who reported that they had a representative payee 
at some point, a significantly greater proportion of high risk participants reported that 
their representative payee had withheld some or all of their money in order to compel 
mental health treatment (χ 2 = 5.130, df = 1, p<.05). 
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Participants were then asked three questions related to violence.  These questions 
were all forced choice questions and a chi-square analysis was employed to determine if 
the two groups differed significantly.  The majority of both low risk (67%) and high risk 
(70%) participants reported that in the past when they have wanted to act violently they 
were not concerned that their someone would withhold their money (χ 2 = .039, df = 1, p 
= .58).  However, 50% of high risk participants compared with 35% of low risk 
participants responded that their decision to refrain from violence was due to fear that 
some or all of their money would be withheld if they acted violently.  However, the 
difference between the two groups did not reach a level of statistical significance (χ 2 = 
.320, df = 1, p = .584).  A majority of both low risk (63%) and high risk (56%) 
participants reported that in the past when they have acted violently, their representative 
payee has not withheld money (χ 2 = .177, df = 1, p = .481).   
Finally participants were asked to rate two statements related to the use of money 
as leverage.  Participants were asked to rate the statements on a scale from one to five, 
with one being “Strongly Agree” and five being “Strongly Disagree.”  A MANOVA was 
performed to determine if the two groups differed significantly in their responses to these 
statements.  The two groups did not differ significantly to the statement “One way to help 
people stay well is to hold back some money unless they go to treatment” (F = .260, p = 
.611).  However, high risk participants (0 = 3.76) expressed greater disagreement than 
their low risk counterparts (0 = 3.05) to the statement “One way to keep people from 
acting violently is to hold back some of their money unless they control their behavior” 
(F = 10.652, p<.01).  When looked at individually, low risk and high risk women did not 
differ significantly in their response to this statement (F=2.435, p=.127).  Conversely 
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high risk male participants differed significantly from low risk male participants in their 
response to this question (F=5.259, p<.05).  High risk males expressed greater 
disagreement with the notion that money could be used effectively to manage risk for 
violence.   
 
 
8.7.4. Housing as a Form of Leverage 
 
Participants were asked a series of questions about the use of housing as a form of 
leverage.  Most questions were in the form of forced choice answers and a chi-square 
analysis was performed to determine if the two groups differed significantly in their 
responses (see Appendix C, Table 16).  In general, the two groups did not differ 
significantly on any of the housing variables.  While not a statistically significant 
difference, a greater proportion of high risk participants (51%) than low risk participants 
(36%) reported that they had lived somewhere where the felt they had to attend mental 
health treatment in order to remain there (χ 2 = 2.590, df = 1, p =.078).   
Participants were then asked a series of questions related to violence (see 
Appendix C, Table 16).  These questions required forced choice responses and a chi-
square analysis was used to determine if the two groups differed significantly.  
Approximately half of both low risk and high risk participants responding reported that 
they had lived somewhere where they could not act violently if they wanted to continue 
living there (χ 2 = .363, df = 1, p = .341).  Participants were then asked, “When you 
wanted to act violently, but chose not to, did you think that someone would take away 
your place to live?”  Again there was no statistically significant difference between the 
two groups in their response to this question (χ 2 = .694, df = 1, p = .261).  A slightly 
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greater proportion of low risk participants (53%) compared with high risk participants 
(45%) believed that if they acted violently, someone would take away their place to live.  
Of the participants who responded to this question in the affirmative, the majority of both 
low risk (83%) and high risk (88%) participants stated that their decision not to act 
violently was based on a fear that they would lose their home (χ 2 =.262, df = 1, p = .469).  
A greater proportion of high risk participants (53%) compared with low risk (37%) stated 
that they had been asked to leave their home because of violent behavior.  However, the 
difference did not reach statistical significance (χ 2 = 2.493, df = 1, p = .084).   
Finally participants were asked to respond to two statements regarding the effect 
of using housing as leverage.  Participants were asked to rate the statements on a five 
point Likert scale with one being “Strongly Agree” and five being “Strongly Disagree.”  
A MANOVA was performed to determine if the two groups differed significantly in their 
responses.  The two groups did not differ in their response to the statement “Being told to 
get help in order to keep your housing helps people stay well” (F = .893, p = .893).  Nor 
did they differ significantly on their responses to the statement “Being told that if you act 
violently you will lose your housing keeps people from being violent” (F = .001, p = 
.970).  It is worth noting that the opinion variables related to housing were the only 
opinion variables in which the two groups overwhelmingly agreed with each other.  This 
same result was found even after separating the participants according to gender.  High 
risk and low risk men (F=.025, p=.876) and women (F=.056, p=.813) differ significantly 
in their response to the opinion statement. 
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CHAPTER 9: DISCUSSION 
 
 In general, low risk and high risk participants did not differ as much as expected.  
Both groups had increased numbers of contacts with either the criminal justice system or 
the mental health system.  Additionally, both groups had been subjected to several 
different forms of leverage.  While it was anticipated that high risk participants would 
have become habituated to coercion through numerous inherently coercive contacts, this 
was not observed.  The results of the study supported the hypothesized effect of positive 
and negative pressure.  However, they failed to support the hypotheses regarding the 
effect of coercion on managing risk for violence in the community.   
The findings failed to support the hypothesis that high risk participants would 
report lower levels of perceived coercion to enter and stay in treatment and would be 
subject to greater levels of actual coercion than low risk participants.  Results indicated 
that the two groups did not differ significantly in their perception of coercion to enter 
treatment or stay in treatment.  Of course, this does not mean that the two groups did not 
differ in what was actually done under these circumstances.  The possibility of a coercion 
threshold provides one explanation for this finding.  It is conceivable, even likely, that 
what is perceived as coercive to one is not perceived as coercive to another.  Thus, the 
absence of a difference between the two groups may represent a difference in threshold 
for coercion as opposed to a difference in the actual amount of coercion experienced.  
Furthermore, it is insufficient to simply argue that high risk participants have a different 
threshold for coercion than low risk participants as there is at least some evidence to 
suggest that high risk women experience coercion differently then high risk males.  The 
possibility of a coercion threshold and the notion that high risk and low risk men and 
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women experience coercion differently is significant if one intends to utilize coercion in 
managing risk for violence in the community. 
It appears that the nature of the coercion as well as the gender of the participants 
has a dramatic effect on their perception of treatment.  High risk male participants 
reported that the pressure they had been under to begin treatment had not helped them 
remain in treatment.  For high risk men, treatment adherence was significantly negatively 
correlated with only one of the negative pressure variables and it was not positively 
correlated with any of the negative pressure variables.  On the other hand, treatment 
adherence was positively correlated with all but two of the positive pressure variables for 
high risk participants.  This would appear to indicate that, for high risk male participants, 
negative pressure (e.g. threatening someone to make them go to treatment) was neither 
helpful nor harmful to treatment adherence.  Positive pressure, on the other hand, was 
extremely beneficial to treatment adherence.  Conversely, high risk women did not differ 
significantly from their low risk counterparts on treatment adherence.  Furthermore, 
positive and negative pressure had a very different effect on treatment adherence for high 
risk women.  For high risk women a positive treatment experience was negatively 
correlated with positive pressure variables and negatively correlated with negative 
pressure variables.  While none of the correlations reached statistical significance, this 
finding is worth noting given the seemingly powerful effect positive pressure has on 
treatment satisfaction and adherence for high risk men.  More research is needed to fully 
explore the difference in the effect coercion has on high risk men and women.   
 High risk and low risk participants differed significantly in their perception of 
how pressure to adhere to treatment had affected their risk for violence.  Low risk 
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participants tended to report that the pressure placed on them to remain in treatment had 
been beneficial and had kept them from being violent.  By contrast, high risk participants 
tended to disagree that the pressure to participate in therapy helped them manage their 
risk for violence.  However, when the data were filtered so that high risk men and women 
could be looked at individually the results indicated that high risk women did not differ 
significantly from their low risk counterparts.  High risk men, however, reported that the 
pressure they had been under to get in treatment and stay in treatment had not helped 
them to avoid acting violently. 
While the amount of coercion experienced by the two groups to enter treatment 
did not differ significantly, the type of coercion did.  Low risk participants tended to 
report more positive pressure.  However, results indicated that the two groups did not 
differ in the amount of negative pressure they experienced.  One potential explanation for 
this is that low risk participants were willing to ignore or overlook negative pressure in 
discussing their treatment.  Another possible explanation is that high risk participants are 
more sensitive to negative pressure than low risk participants.  Thus, while they are not 
subject to a greater amount of actual pressure than low risk participants, they are more 
affected by the pressure they experience.  This finding becomes particularly relevant 
when one considers that once the individual engages in violent behavior they are likely to 
be subject to more negative pressure as a result of their conduct.   
Low risk participants tended to endorsed items related to autonomy and 
procedural justice, indicating that either it was their choice to enter treatment or they had 
a say in the decision to enter treatment.  Conversely, high risk participants tended to 
disagree with positive pressure statements.  They tended to endorse statements indicative 
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of negative pressure at a greater proportion than low risk participants.  High risk 
participants reported feeling as if they had been threatened or forced to enter therapy.  It 
is important to consider why positive pressure had such a dramatic impact on treatment 
satisfaction for high risk participants but not for low risk participants.  One possible 
explanation is that positive pressure is such a unique experience for high risk participants 
that it is viewed as somehow “special.”  Thus, the therapy that flows from this positive 
pressure is also special.  Conversely, low risk participants have come to expect some 
level of control over whether they go to treatment; as such, positive pressure has lost 
some of its power.  Given the overall strength of positive pressure, it may be possible to 
utilize it to manage risk for violence in the community.   
Next, it was hypothesized that high risk participants would report greater actual 
coercion and lower levels of support for treatment.  Actual coercion was measured 
through the leverage variables.  The two groups did not differ significantly in the number 
of forms of leverage to which they were subject.  However, they did differ as to whether 
that form of leverage had been used to compel treatment.  It should be noted that many of 
these differences failed to reach statistical significance, so it is quite possible that they are 
not meaningful—and at most should be considered only as suggestive for further 
investigation. The general trend was that a greater proportion of high risk participants had 
experienced the use of leverage to compel mental health treatment.  For example, a 
significantly greater proportion of high risk women reported that hey had been threatened 
with commitment in order to compel mental health treatment.   
The one leverage variable that the two groups differed significantly on was the 
use of money as a form of leverage.  While a greater proportion of low risk participants 
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reported having a representative payee, a greater proportion of high risk participants 
reported that their representative payee had used money as a form of leverage to coerce 
mental health treatment.  Thus, while high risk participants appear to be subject to 
slightly more actual coercion than their low risk counterparts, the difference was, with 
one exception, not statistically significant.   
In looking at the impact of the four specific forms of coercion (outpatient 
commitment, criminal justice system, money, and housing) on managing risk for violence 
in the community the two groups did not differ significantly.  Nor was there any clear 
trend regarding the use of leverage to manage risk for violence.  For outpatient 
commitment, a greater proportion of low risk than high risk participants reported that 
their decision to refrain from violence was due to being on outpatient commitment.  
While for the criminal justice system as a source of leverage, almost no difference was 
noted between the two groups.  Furthermore, a greater proportion of high risk participants 
reported that their decision to not act violently was based on the concern that money 
would be withheld if they acted violently. 
However, for both low risk and high risk participants, housing turned out to be the 
most powerful form of leverage for managing risk for violence in the community.  More 
than 80% of both low risk and high risk participants reported that their decision to refrain 
from violent behavior was based on their concern that if they did act violently someone 
would make them leave their home.  This finding is particularly relevant in light of past 
research which has found that an individual on disability cannot afford to rent an 
apartment in any major city in the United States without some form or rent subsidy 
(Monahan et al., 2001).  The results of the present study tend to support previous 
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research, which found that an overwhelming majority of mental health consumers would 
be willing to accept the terms of a mental health rider in their lease if it meant getting the 
housing they wanted (Monahan et al., 2001).  Housing also creates the most significant 
legal ramifications.  Allen (1996) claims that “bundling” housing and services violates 
the Americans With Disabilities Act, the Fair Housing Act, and the Rehabilitation Act as 
well as a number of state landlord-tenant laws.  However, mental health consumers are 
rarely in a position to confront landlords on this point.  The finding that the impact of 
actual coercion on self reported violence risk did not differ significantly between low and 
high risk participants was unexpected.  One possible explanation for this finding is that 
high risk and low risk participants may have a different definition of “violence.”  Thus, it 
is possible that the four forms of leverage did impact significantly on violence risk for 
high risk and low risk participants differently and what the results are reflecting is a 
difference in the two groups’ definition of “violence.”  Future studies in this area should 
employ a collateral source to better understand the impact of leverage on violence risk.         
Results also failed to support the hypothesis that high risk participants would 
experience greater perceived coercion in everyday life and lower levels of support for 
treatment.  The two groups generally reported the same level of perceived autonomy in 
their life.  With the exception of what time they woke up in the morning, high risk 
participants did not report significantly greater levels of coercion in their everyday life.  
Nor did high risk participants report lower levels of support for treatment.  However, the 
two groups differed in the overall level of support they received from family and friends.  
Significantly, fewer high risk participants reported that they could count on their family 
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or friends at least some of the time.  It is possible that this lack of social support is what 
translated into the absence of positive pressure for high risk participants.   
The hypotheses regarding the effects of “positive pressure” and “negative 
pressure” were largely supported by the findings.  Negative pressure appears to have been 
detrimental to a number of factors related to treatment.  Negative pressure appeared to 
have negatively impacted on participants’ belief that the treatment they had received was 
helpful. In general, participants who reported high levels of negative pressure reported 
feeling that people had ignored their opinion on treatment and that they had been forced 
into therapy.  It was positively correlated with feeling disrespected and angry.   
Negative pressure also negatively impacted on participants’ satisfaction with the 
treatment they were receiving.  Participants who reported that they were threatened with 
commitment also reported being less satisfied with the mental health services they 
received in the previous six months.  They reported that they were not able to get all of 
the services they needed and if they had the choice they would go elsewhere for services.  
They tended to feel that therapy had not helped them gain control over their life nor was 
it helping them stay out of trouble with the law.   
The effect of positive pressure was precisely the opposite.  Participants who 
endorsed positive pressure variables reported that their mental health treatment had been 
for their own good, that it was done out of concern for them and it should be done again 
in the future if necessary.  Participants who reported that they had been given a voice in 
the decision to go to treatment reported that treatment had been beneficial and helped 
them gain control over their life.  These participants reported greater treatment 
satisfaction, stating that they had enjoyed the treatment they received in the previous six 
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months and if they had a choice would continue to receive services where they were 
getting them.  They reported that as a result of therapy they were better able to stay out of 
trouble with the law and they were better able to avoid acting violently.   
The present findings regarding positive and negative pressure tend to support the 
findings in previous studies.  Past studies on the effect of coercion have repeatedly found 
that coercion in the form of negative pressure can be highly detrimental to the patient’s 
view of the necessity for treatment as well as their satisfaction with treatment (Shannon, 
1976; Rogers, 1993; Lidz et al., 1995; Hiday et al., 1997 and Høyer et al., 2002).  In 
particular, allowing the patient a chance to have a voice in the decision making process, 
and the patient feeling that others are listening to their opinion, had a strong and lasting 
effect on treatment satisfaction.  Consistent with the research in the field of therapeutic 
jurisprudence (Winick, 1992 and Wexler, 1993) and the research by Lidz and colleagues 
(1995), the form of the coercion tended to make the greatest difference on how events 
were perceived.  These findings can also be viewed through a learning theory lens.  
Learning theory would suggest that positive reinforcement following a behavior (e.g., 
seeking treatment) will increase the behavior and facilitate new learning, while 
punishment (e.g., involuntary commitment) is likely to suppress behavior and will not 
facilitate new learning (Bandura, 1977; Bandura, 1997).  In the context of the present 
study, when high risk participants play a role in the decision making process by choosing 
treatment and are positively reinforced for making that decision, new learning (e.g., 
learning to manage violence with the skills learned through therapy) can be facilitated.  
If, on the other hand, the high risk participant is punished with commitment, new learning 
is unlikely to occur.  From a clinical stand point this means that a case manager or mental 
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health provider who responds to a high risk patient’s refusal to enter treatment with civil 
commitment may actually undermine the process of helping that individual to learn to 
manage violence risk on their own.  Conversely, the provider that works with the patient 
to come to an agreement on the best course of action for their safety and the safety of 
others actually promotes the patients learning process.  Using the language of contracts, 
as suggested by Bonnie and Monahan (2005), the provider would make an “offer” 
regarding mental health treatment.  The patient would then be free to accept the offer or 
make a counter offer of his or her own with the ultimate goal of reaching an agreed upon 
course of treatment.  Using this model, any course of treatment that is brought about 
through duress (e.g., threats of commitment or other threats that would imply that the 
patient would be worse off if they did not agree to treatment) would be unconscionable 
and there for, invalid.  Thus, the goal of the treatment provider is to make an “offer” or 
suggest a treatment and then work with the patient to come to an agreement. 
Elbogen and colleagues (2004) speculated that an individual subject to multiple 
forms of leverage may perceive more coercion than individuals who were subject to a 
single form of leverage.  In the present study, low risk and high risk participants reported 
being subject to the roughly the same number of different forms of coercion.  However, 
the two groups differed in the amount of positive pressure they received to enter into 
treatment.  Thus, positive pressure appears to serve as a moderator, affecting the way in 
which the forms of coercion were perceived.  Thus, notwithstanding the number of forms 
of leverage to which low risk participants had been subjected, if positive pressure was 
utilized participants tended to view their treatment in a more positive light.  Since both 
low risk and high risk participants reported roughly equal amounts of negative pressure 
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but significantly different amounts of positive pressure, it appears that positive pressure is 
the salient factor.   
It is possible that the study findings are limited by its small sample size.  Once it 
became clear that the original goal of 70 low risk and 70 high risk participants would not 
be attained, a second power analysis was run using unequal cell size.  This analysis 
revealed that the present study had adequate power to assure that its findings were 
meaningful.  However, the small sample size affected the study in a number of ways.  For 
example, there were several comparisons that were close to reaching statistical 
significance.  Had more participants been recruited for the study, it is possible that the 
trends seen in the data would have given way to statistically significant differences.  
Furthermore, the small sample size limits the generalizability of the findings beyond the 
participants in the study.  However, the present study had sufficient power to make it a 
meaningful first step in understanding the role of coercion in managing risk for violence 
in the community.   
Another limitation of the study involved the age of the participants.  The average 
age of participants in this study was 40 years old, and the average age of high risk 
participants was approximately 38 years of age.  Give that violence risk tends to diminish 
as people age (Monahan et al., 2001), a sample with a mean age of almost 40 may serve 
to moderate how coercion impacts on violence risk.  If the study had a sufficient number 
of participants to view violence risk across age categories, we might have seen a more 
complex relationship between leverage and violence risk emerge. 
This study was further limited by the wording of the questions that related to 
violence.  The violence questions for the four forms of leverage were all worded in the 
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negative (e.g., In the past when you wanted to act violently but chose not to, did you 
worry that this person would withhold money if you did act violently?).  It is possible that 
the phrasing of these questions had an impact on the responses provided by the 
participants.  Thus, the study would benefit from rephrasing some of the questions in the 
positive (i.e., regaining access to money by controlling behavior).   
Finally, the study would have benefited from a longitudinal design, following 
people from the hospital into the community.  By interviewing people only one time, 
there was a greater possibility that their responses would be dramatically affected by 
recent events.  Contacting people multiple times allows better control of historical threats 
to validity.   
This study takes the first step in exploring how coercion might be used to manage 
risk for violence in the community.  Data seem to indicate that three of the four forms of 
leverage (outpatient commitment, the criminal justice system, and money) were not 
effective in managing risk for violence with high risk participants, at least as reported by 
participants.  It is, of course, another question as to whether individuals under such forms 
of coercive influence actually behave in a way that is less violent.  Much evidence 
(Bloom et al., 1992; Wiederanders, Bromley, and Choat, 1997) suggests that it is.  What 
this study suggests, however, is that whatever mechanism by which such coercion 
“works” in reducing violence risk is not perceived as helpful (or perhaps even as risk 
reducing) by individuals at high risk for violence.   
However, high risk and low risk participants were in agreement that housing 
could be used effectively to manage risk for violence.  Given the present findings, 
housing as leverage should be effectuated in a manner that utilizes positive pressure.  
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Research from the mental health courts has shown that even if the choice is not a good 
one (e.g., attend treatment of go to jail), if the patient feels that he or she has a choice, it 
makes a significant difference in how the leverage is perceived (Griffin et al., 2002).  
Thus, being given the choice to sign a lease with a violence rider may be viewed by 
mental health consumers as allowing them a voice in the process.  Another possibility is, 
like mental health riders (Monahan et al., 2001), consumers may be willing to accept a 
violence rider if such a trade off is required for them to obtain the housing they want. 
The most significant findings of this study involved the impact of positive and 
negative pressure on participants’ perception of coercion and their risk for violence.  The 
results of this study underscored the findings of previous studies on the impact of positive 
and negative pressure (Shannon, 1976; Hodge et al., 1993; Lidz et al., 1995; Hodge et al., 
1998).  Positive pressure was positively correlated with an overall positive treatment 
experience, while negative pressure had the opposite effect, casting a pall over the entire 
therapeutic process.  Interestingly, neither positive nor negative pressure was directly 
correlated with treatment adherence or self-reported reduction in violence risk.  However, 
there may be an indirect connection.  Positive pressure served to increase participants’ 
satisfaction with almost every aspect of treatment.  Basic learning theory would suggest 
that if a participant is happy with their therapeutic experience they may be more willing 
to continue attending session and new learning will be facilitated.  Furthermore, treatment 
adherence was found to reduce self-reported violence risk for both low risk and high risk 
participants.  Following this logic, it might be possible to effectively manage risk for 
violence by increasing treatment adherence through the use of positive pressure.   
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Results indicate that high risk and low risk participants did not differ in the 
amount of negative pressure they were reporting.  The two groups did differ significantly 
in the amount of positive pressure they were reporting, with high risk participants 
reporting far less positive pressure.  Significantly, for high risk participants, negative 
pressure did not have a dramatic effect on overall treatment satisfaction.  However, 
positive pressure did.  This finding can be contrasted with previous research which has 
focused on the detrimental impact of negative pressure (Hodge et al., 1993; Lidz et al., 
1995).  With respect to high risk participant only, the findings of the present study 
suggest that it is the presence or absence of positive pressure that seems to make the 
difference.  These findings, focusing on high risk participants, build on the findings of 
Wexler and Winnick (1991) who suggested that it is the presence of procedural justice 
that will have the most dramatic impact on treatment outcome.  This finding is 
particularly important when one considers that once the high risk individual acts 
violently, the majority of the pressure they are subject to will be negative.  Thus, the onus 
falls on mental health care providers to provide to provide pressure in the form of 
positive pressure in the face of violent behavior.   
Results of this study suggest that a risk management model utilizing increased 
social support and positive pressure may be effective in reducing risk for violence in the 
community among high risk individuals.  These findings have significant implications for 
case managers and other mental health service providers who routinely work with this 
population.  Traditionally, individuals who are mentally ill and pose a risk for violence in 
the community are given very little say in their own mental health treatment.  Often, 
threats or the use actual force is used to compel treatment in an effort to avoid violent 
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behavior.  The present study suggests that this negative pressure model may actually be 
detrimental to the process of managing risk for violence.  However, it is impossible to 
consider the empirical data in a vacuum.  The reality is that despite empirical evidence to 
the contrary (Monahan et al., 2001), the general public continues to believe that mentally 
ill individuals are more violent then individuals who are not mentally ill.  As we have 
seen with the passing of such laws as Kendra’s Law, the public wants a heavy handed 
approach when mentally ill individuals do act violently.  This desire on the part of the 
public is as much about punishing the violent behavior as it is protecting others from 
future violent behavior.  What it means for case managers and mental health providers 
working in the field is that rigid application of a positive pressure treatment program will 
be insufficient to meet the demands of the public.  Thus, in designing a program, 
treatment providers have to find a way to utilize positive pressure to facilitate learning 
while continuing to use more traditional forms of leverage to satisfy the need of the 
public to control individuals at greater risk for violent behavior.  Without such a balance, 
any program utilizing primarily (or exclusively) positive pressure would never withstand 
a negligence law suit in the event someone was injured by one of their patients. 
More research is needed to better understand the effect of positive and negative 
pressure on individuals who are at high risk for violence in the community.  Future 
research would benefit from both self report data as well as information from collateral 
sources on the effect pressure has on aggressive behavior.  Additionally, future research 
should consider the effect of psychopathy on the perception of coercion.  Monahan and 
colleagues (2001) found that Hare’s Psychopathy Checklist (PCL-SV) was the strongest 
predictor of violence.  Because of the length of administration the present study did not 
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utilize the PCL-SV.    However, psychopathy is likely to have a significant impact on 
how both positive and negative pressure are perceived and responded to.  Furthermore, 
the presence of psychopathy is likely to impact how the individual views their own 
antisocial behavior.  Indeed Monahan and colleagues (2001) found that most of the PCL-
SV’s predictive power was based on its “antisocial behavior” factor rather than on its 
“emotional detachment” factor.  Thus, it is important to consider that an individual with a 
high score on the PCL-SV may have a different threshold for what he/she perceives as 
violent behavior.   
As we move from the primary use of hospitalization to manage the mentally ill, 
these findings have significant implications for intensive case management and outpatient 
commitment.  These results seem to suggest that case managers and mental health 
providers in the community may be in the best position to help manage risk for violence.  
However, results are clear that if pressure is applied incorrectly (i.e., applied as negative 
pressure and not positive pressure), it has the potential to cause more harm then good.  
More research is needed to understand the relationship between risk for violence and 
positive and negative pressure.  Furthermore, additional research is needed to determine 
if this risk management model could be applied effectively to an intensive case 
management paradigm.   
The mental health courts have been extremely successful in making a coercive 
environment appear non-coercive to the individuals that are subject to its authority.  
Understanding the use of positive and negative pressure in the mental health court system 
may help shed some light on effective ways to manage risk for violence in other areas.  
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Thus, more research is needed that focuses on defendants at high risk for violence in the 
community who agreed to submit to mental health court jurisdiction. 
Overall, the present findings are encouraging.  Results suggest that coercion, in 
the form of positive pressure can be used to effectively manage risk for violence among 
individuals at high risk for violence in the community.  Furthermore, these findings 
appear to be well suited for implementation in an intensive outpatient commitment or 
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Patients ID #:___________ 
Drop-in Center: _____________ 
Name of Interviewer: __________________ 
Date of Interview: ____________ 
 
Gender:  ___ Male ___ Female 
Age of patient: __________ 
 
Current marital status: ___ Married ___ Widowed ___ Separated ____ Divorced   ___ 
Single 





1. Since the age of 15, have you been arrested? 
___ No 
___ 1 Time 
___ 2 Times 




2. Tell me the most serious offense you have ever been arrested for? 
___ None (go to Question 3) 
___ Property, Minor, Drugs (go to Question 5) 
___ Robbery, Rape, Assault, Murder (go to Question 8) 
___ Refused 
___ Don’t Know 
 
3. Did your father, or the man who raised you, ever use drugs? 
___ No (Go to question 4) 
___ Yes (STOP.  Score: +1) 
___ Refused  
___ Don’t Know 
 
4. In the past has anyone ever told you that you have a “psychiatric diagnosis?’  What 
was it? __________________________.  Did anyone ever tell you that you had (or 
have) a history of substance abuse? ________________ 
 
(Major disorder without substance abuse)  
___ No (STOP.  Score: 0) 






5. For this section I am going to make a statement and I would like you to respond using 
the choices repeated after each statement. 
a. I do things without thinking. 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 
___ Refused (0)    ___ Don’t Know (0) 
 
b. I am self-controlled. 
___ Rarely/Never (3)   ___ Occasionally (2) 
___ Often (1)    ___ Almost always or Always (0) 
___ Refused (0)    ___ Don’t Know (0) 
 
c. I find it hard to sit for long periods of time. 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 
___ Refused (0)    ___ Don’t Know (0) 
 
d. I say things without thinking. 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 
___ Refused (0)    ___ Don’t Know (0) 
 
 
e. I act ‘on impulse.’ 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 
___ Refused (0)    ___ Don’t Know (0) 
 
f. I act on the spur of the moment. 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 
___ Refused (0)    ___ Don’t Know (0) 
 
 
g. I buy things on impulse. 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 
___ Refused (0)    ___ Don’t Know (0) 
 
h. I walk and move fast. 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 




i. I talk fast. 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 
___ Refused (0)    ___ Don’t Know (0) 
 
j. I am restless when I have to hear someone talk for a long time. 
___ Rarely/Never (0)   ___ Occasionally (1) 
___ Often (2)    ___ Almost always or Always (3) 
___ Refused (0)    ___ Don’t Know (0) 
 
Impulsivity Score:_______  (Score less than 5 go to Question 6) (High 
score STOP.  Score: 0) 
 
6. Did your father, or the man who raised you, ever use drugs? 
___ No (go to question 7) 
___ Yes  (STOP.  Score: 0) 
___ Refused 
___ Don’t Know 
 
7. What was the participant’s legal status at last hospitalization? 
___ Voluntary (STOP.  Score: -1) 
___ Involuntary (STOP.  Score: 0) 
 





___ Don’t Know 
 
9. When was the last time you had such a daydream or thought? 
___ During the past 2 months (STOP.  Score: +1) 
___ Longer than 2 months  (STOP.  Score: 0) 
___ Refused 
___ Don’t Know 
 
 





1. Diagnosis of Schizophrenia (Use DSM-IV checklist attached.  You need two or more 
of the following). 
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For at least a month have you: 
 Heard things that other people cannot hear, such as noises or the voices of 
people whispering or talking? 
 Had the feeling that someone is going out of the way to give you a hard time 
or trying to hurt you? 
 Had visions or saw things that other people cannot see? 
 Feel that people are talking about you or taking special notice of you? 
 Received special messages from the TV, radio, or newspaper? 
 Felt that you have special powers to do things that other people could not do? 
 Had strange sensations on your body or on your skin? 
 Smelled or tasted things that other people cannot smell or taste? 
 Had severe difficulty concentrating and expressing oneself verbally? 
 Acted in a way that others see as unusual or bizarre? 
 Withdrawn from normal social, family, and professional relations? 
___ No (go to question 2) 
___ Yes (STOP.  Score: -1) 
 
 
2. The statements I will read out loud to you describe things that people think, feel, and 
do.  To what extent are they true to you?  For each item indicated whether it is (1) 
never true, (2) sometimes true, or (3) always true. 
a. My temper is quick and hot. 
___ Never true (1) 
___ Sometimes true (2) 
___ Always true (3) 
 
b. When I get mad, I can easily hit someone. 
___ Never true (1) 
___ Sometimes true (2) 
___ Always true (3) 
 
c. I have a fiery temper that arises in an instant. 
___ Never true (1) 
___ Sometimes true (2) 
___ Always true (3) 
 
d. When I get angry, I fly off the handle before I know it. 
___ Never true (1) 
___ Sometimes true (2) 
___ Always true (3) 
 
e. Score for Anger Question: _____ (Anger score of less than 7 STOP.  
Score: 0) (Score 7 or more go to question 3) 
 
3. During the past 2 months have you worked either full-time or part-time? 
___ No (Go to question 4) 
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___ Yes (STOP.  Score: 0) 
 
4. What was the participant’s legal status at last hospitalization? 
___Voluntary (STOP.  Score: 0) 
___ Involuntary (STOP.  Score: +1) 
 
 





1. Questions related to recent violence 
a. In the last two months, has anyone thrown an object at you, (pause), pushed, 




___ Don’t Know 
 




___ Don’t Know 
 




___ Don’t Know 
 
 
d. In the last two months, has anyone slapped, kicked, (pause), or hit you with a 




___ Don’t Know  
 




___ Don’t Know 
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___ Don’t Know 
 
 





___ Don’t Know 
 




___ Don’t Know  
 
i. In the last two months, has anyone threatened you with a knife or a gun or 




___ Don’t Know 
 




___ Don’t Know 
 




___ Don’t Know 
 




___ Don’t Know 
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___ Don’t Know 
 
n. Earlier you told me that someone hurt or attempted to hurt you, did you react 




___ Don’t Know 
 




___ Don’t Know 
 
Score:  _______ (NO recent violence go to Question 2) (YES recent violence STOP.  Score: 
0) 
 





___ Don’t Know 
 
3. Did you lose consciousness when you suffered the head injury? 
___ No (Go to Question 4) 
___ Yes (Go to Question 5) 
___ Refused 
___ Don’t Know 
 
4. Now, thinking about the whole time when you were a teenager.  Did your parents (or 
people who raised you) hit or throw something at each other? 
___ No (STOP.  Score: -1) 
___ Yes (STOP.  Score: 0) 
___ Refused 
___ Don’t Know 
 
5. What was the participant’s legal status at last hospitalization?   
___ Voluntary (STOP. Score: 0) 




• Used Weapon 
• Threatened with a weapon in hand 
• Sexually assaulted 
• Any other violence with injury 
Level Two: 
• Threw Object 
• Pushed, Grabbed, Shoved 
• Slapped 
• Kicked, Bitten, Choked 
• Hit with fist or object 




Score for Third Iteration: ________ 
 
 




Appendix B:  Modified AES (Coercion Measure) 
 137 
PARTICIPANT ID #: _________________ 
DROP-IN CENTER: __________________ 
DATE OF INTERVIEW: _______________ 
NAME OF INTERVIEWER: _____________________ 
 
 
SECTION ONE:  DEMOGRAPHICS 
 
I would like to start the interview by asking you some general questions about yourself.   
 
1.1 Record gender as observed Male ………...………………………….0 
Female …...…………………………….1 
 




1.2a What is your age? ___ ___ 
 
1.3 Which of the following best describes your current marital status? 
Are you presently married, or are you widowed, (legally) 










1.4 Are you currently living with your spouse, partner, or with 
someone else as though you were married? [sexual relations not 







1.5 How many years of schooling have you finished 
[5th grade =5 years, 8th grade = 8 years, four year-college = 16 
year] 






1.6 What is the highest degree that you have? None ....................................................... 0 
High School/GED .................................. 1 
Associates/Technical ............................. 2 
Bachelors ............................................... 3 
Masters ....................................................4 




1.7 Which of the following best describes your racial background? Caucasian ............................................... 0 
African American .................................. 1 
Hispanic ................................................. 2 
Asian ...................................................... 3 
Other ...................................................... 4 
RF .......................................................... 7 
DK  ........................................................ 9 
 
1.8 In the last month have you been working for pay? No ...........................................................0 




1.9 [If not] Why were you not working for pay? Psychiatric Problems ............................01 
Physical Problems ................................02 
On disability .........................................03 
Laid off .................................................04 
Couldn’t find work ...............................05 
In school ...............................................06 
Home/child care ....................................07 
Not interested ........................................08 





 I will now be talking about problems people may have with their mental health, or with drugs and alcohol 
abuse.  Some people talk about mental health problems using words like emotional problems, psychiatric problems, 
worry problems, or nerves.  When I talk about mental health problems, I mean any of these things. 
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2.1 How old were you the first time you were told you might need 
help or treatment for a mental health, alcohol, or drug problem? 
__ __ (record age in years and skip to 2.2) 




2.1a Do you think it was before you turned 16? 






2.2 How old were you the first time you were seen by a counselor, 
doctor, or other professional for mental health, alcohol, or drug 
problems? 




2.2a Do you think it was before you turned 16? 






2.3  Have you ever been admitted to a hospital for mental health, 






2.3a How old were you the first time you were admitted to a hospital 
for mental health, alcohol or drug problems 




2.3b Do you think it was before you turned 16? 







2.4 Since that time, how many other times have you been admitted to 
















2.5  [If ever hospitalized] When you were admitted to the hospital, 







2.6 During the past six months (since ________________), how 
many times have you been admitted to a hospital for mental 











2.7 [If ever hospitalized] When was the last time you were admitted 
to a hospital for mental health, alcohol, or drug problems?  
Mo. ___ ___  Yr. ___ ___ 
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Section One: General Pressure to Adhere to Treatment 
 
Now I am going to ask you some questions about going to the Hospital. 
 
1.1 In the past 6 months, 
did you fee that if you did 
not keep your appointment 







1.2 [If yes] Who 




1.3 What did they 




1.4 On a scale of 1 
to 5, where 1 is not 
at all and 5 is 
greatly how much 
did this bother 
you? 
a. Someone would make 
you go to the hospital? 
 a  b  c  d  e  f  g  h     
b. Someone would 
commit you to the 
hospital? 
 a  b  c  d  e  f  g  h     
c. Someone would notify 
the sheriff/judge/police? 
 a  b  c  d  e  f  g  h     
d. Someone would not 
give you spending money? 
 a  b  c  d  e  f  g  h     
e. Someone would force 
you to leave where you 
live? 
 a  b  c  d  e  f  g  h     
f. Someone would fire you 
from your job? 
 a  b  c  d  e  f  g  h     
h. Someone would make 
life difficult in other 








b. Case manager 
c. Someone else at the mental health clinic 
d. Someone at the Dept. of Social Services 
e. A family member 
f. Someone in the legal system 
g. Someone else 
h. I just knew it/myself 
i.  Legal guardian 
1.3 codes: 
a. They directly said this 
b. They implied/hinted at this 
c.  They did this to me before 
d.  I heard they did this to someone else 
e.  I saw something in writing 
f.  They made me sign something that said this 
g.  I just had a feeling 
h.  They always pressure me to do things I don’t 
 want to do 
i.  Other  
 
For all questions in table:  RF = 7, NA = 8, DK = 9 
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Now I am going to ask you some questions about psychiatric medication.  Are you currently taking 
medication now or have you ever taken medication for mental or emotional problems? 
____________________ 
 
1.2 In the past 6 months, 
did you fee that if you did 
not take your prescribed 
medication for mental 







1.8 [If yes] Who 




1.9 What did they 




1.4 On a scale of 1 
to 5, where 1 is not 
at all and 5 is 
greatly how much 
did this bother 
you? 
a. Someone would make 
you go to the hospital? 
 a  b  c  d  e  f  g  h     
b. Someone would 
commit you to the 
hospital? 
 a  b  c  d  e  f  g  h     
c. Someone would notify 
the sheriff/judge/police? 
 a  b  c  d  e  f  g  h     
d. Someone would not 
give you spending money? 
 a  b  c  d  e  f  g  h     
e. Someone would force 
you to leave where you 
live? 
 a  b  c  d  e  f  g  h     
f. Someone would fire you 
from your job? 
 a  b  c  d  e  f  g  h     
g. Someone would make 
life difficult in other 








b. Case manager 
c. Someone else at the mental health clinic 
d. Someone at the Dept. of Social Services 
e. A family member 
f. Someone in the legal system 
g. Someone else 
h. I just knew it/myself 
i.  Legal guardian 
1.9 codes: 
a. They directly said this 
b. They implied/hinted at this 
c.  They did this to me before 
d.  I heard they did this to someone else 
e.  I saw something in writing 
f.  They made me sign something that said this 
g.  I just had a feeling 
h.  They always pressure me to do things I don’t 
 want to do 
i.  Other  
 
For all questions in table:  RF = 7, NA = 8, DK = 9 
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SECTION TWO: PERCEIVED COERCION TO ADHERE TO TREATMENT 
 
Now lets talk about you and your experience with treatment.  Think about your experience with mental 
health centers..  Think about of this things people might have done to get you to come to the hospital.  Then 
tell me how you feel about the following statements.  Do you AGREE STRONGLY, AGREE, NEITHER 
AGREE NOR DISAGREE, DISAGREE, or DISAGREE STRONGLY. 
 







RF NA DK 
2.1 I felt free to do what I wanted 
about going to the (mental health 
center) 
 
1 2 3 4 5 7 8 9 
2.2 People tried to force me to go to 
the (mental health center) 
 
1 2 3 4 5 7 8 9 
2.3 I had enough of a chance to say 
whether I wanted to go to the 
(mental health center) 
 
1 2 3 4 5 7 8 9 
2.4 I chose to go to the (mental 
health center) 
 
1 2 3 4 5 7 8 9 
2.5 I got to say what I wanted about 
going to the (mental health 
center) 
 
1 2 3 4 5 7 8 9 
2.6 Someone threatened me to get 
me to go the (mental health 
center) 
 
1 2 3 4 5 7 8 9 
2.7 It was my idea to go to the 
(mental health center) 
 
1 2 3 4 5 7 8 9 
2.8 Someone physically tried to 
make me go to the (mental 
health center) 
 
1 2 3 4 5 7 8 9 
2.9  No one seemed to want to know 
whether I wanted to go to the 
(mental health center) 
 
1 2 3 4 5 7 8 9 
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2.10 I was threatened with 
commitment 
 
1 2 3 4 5 7 8 9 
2.11 They said they would make me 
go to the (mental health center) 
 
1 2 3 4 5 7 8 9 
2.12 No one tried to force me to go to 
the (mental health center) 
 
1 2 3 4 5 7 8 9 
2.13 My opinion about going to the 
(mental health center) didn’t 
matter 
 
1 2 3 4 5 7 8 9 
2.14 I had a lot of control over 
whether I went to the (mental 
health center) 
 
1 2 3 4 5 7 8 9 
2.15 I had more influence than 
anyone else on whether I went to 
the (mental health center) 
1 2 3 4 5 7 8 9 
2.16 I felt that if I did go to treatment 
my friends and families would 
not talk to me or spend time with 
me. 
 
1 2 3 4 5 7 8 9 
2.17 I felt that if I did not go to 
treatment my friends and family 
would not talk to me or spend 
time with me. 
 
1 2 3 4 5 7 8 9 
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Try to think about all the pressures of things people have done to try to get you to get treatment and stay in 
treatment for mental health, alcohol or drug problems, then tell me how you feel about the following 
statements.  Do you AGREE STRONGLY, AGREE, NEITHER AGREE NOR DISAGREE, DISAGREE, 
or DISAGREE STRONGLY 
 
2.18  Overall, the pressures or things that people have done to try to get me to get treatment or stay in 
treatment ... 







RF NA DK 
a. Made me more likely to keep my 
appointments and take my 
medication 
 
1 2 3 4 5 7 8 9 
b. Were done by people who tried 
to be fair to me 
 
1 2 3 4 5 7 8 9 
c. Were for my own good 
 
1 2 3 4 5 7 8 9 
 Overall, the pressures or things 
people have done to try to get me 
to get treatment or stay in 
treatment ...... 
        
d. Were not done out of real 
concern for me. 
 
1 2 3 4 5 7 8 9 
e. Helped me to get and stay well 
 
1 2 3 4 5 7 8 9 
f. Helped me gain more control 
over my life 
 
1 2 3 4 5 7 8 9 
 Overall, the pressures or things 
people have done to try to get me 
to get treatment or stay in 
treatment... 
        
g. Did not make me feel respected 
as a person 
 
1 2 3 4 5 7 8 9 
h. Should be done again in the 
future if needed 
 
1 2 3 4 5 7 8 9 
i.  Kept me from being violent 
 
1 2 3 4 5 7 8 9 
 146 
j. Made me angry 1 2 3 4 5 7 8 9 
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SECTION THREE: SPECIFIC LEVERAGE 1 – OUTPATIENT COMMITMENT 
 
Now, we are going to talk about mental health treatment and orders from a judge.   
 
3.1 Sometimes people will mental health, alcohol, or drug problems 
are put on “outpatient commitment” by a judge at a legal hearing.  
If you are on outpatient commitment, the judge orders you to 
receive treatment in the community, whether you want it or not.  







3.2 When you were under outpatient commitment, did someone tell 
you that you had to keep your appointments because of the 







3.3 [If yes] Who told you this? Was it ... 
 
No Yes RF NA DK 
a. a psychiatrist? 
 
0 1 7 8 9 
b. a case manager? 
 
0 1 7 8 9 
c. someone else at the mental health clinic 
specify __________________________________ 
 
0 1 7 8 9 
d. a family member? 
specify relationship ________________________ 
 
0 1 7 8 9 
e. someone in the legal system 
specify __________________________________ 
 
0 1 7 8 9 
f. someone else? 
specify __________________________________ 
 
0 1 7 8 9 
G legal guardian 
 
0 1 7 8 9 






3.5 [If not currently on OPC] Were you on outpatient commitment in 






3.6 In the past when you wanted to act violently but did not, were you 






3.6a [If yes] Was your decision not to be violent based on the fact that 







3.6b Was there ever a time when you were on outpatient commitment 







3.7 Here is a statement.  “Outpatient commitment helps people stay 
well.”  Please tell me how you feel about this statement.  Do you 
Strongly agree .........................................1 
Agree ......................................................2 
Neutral/Mixed ....................................... .3 
Disagree ..................................................4 





3.8 Here is a statement. “Outpatient commitment keeps people from 
acting violently.”  Please tell me how you feel about this statement.  
Do you 
Strongly agree .........................................1 
Agree ......................................................2 
Neutral/Mixed ....................................... .3 
Disagree ..................................................4 
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3.9 When people are under outpatient commitment, do you think they 







3.10 When people are under outpatient commitment, do you think they 








SECTION FOUR: SPECIFIC LEVERAGE 2 – CRIMINAL JUSTICE SYSTEM 
 
We’ve talked a lot about mental health and alcohol and drug problems people sometimes have.  Now let’s 
talk about contacts with the police and courts.  Sometimes the police are called to take someone to an 
emergency room, mental health center, or hospital to see a doctor – even if the person is not arrested or 
charged with breaking the law.   
 
4.1 Have you ever been picked up by the police and taken to see a doctor 








4.2 In the past 6 months (since _____________), have you been picked up by 
the police and taken to see a doctor when you were not arrested or charged 








4.2a When the police picked you up, did you understand that you were not 
being arrested, and that the police were only providing transportation for 








4.2b Did you think that because the police had picked you up, you would be 








4.3 Have you ever been arrested (read your rights) because you were 















4.5 Sometimes a police officer or a prosecutor or a judge tells you or your 
lawyer that the charges would be dropped or reduced if you get treatment 
in the community for your mental health, alcohol or drug problems.  Did 







4.6 Who told you or your lawyer this (read choices)? No Yes RF NA DK 
a. Police officer? 0 1 7 8 9 
b. Prosecutor? 0 1 7 8 9 
c. Judge 0 1 7 8 9 
d. Mental health professional/Jail psychologist 0 1 7 8 9 
e. Other (specify _______________________________) 0 1 7 8 9 
 152 
 










4.9 In the past when you have wanted to act violently, but did not, did you 













4.11 In the past has there been a time when you acted violently and were 







4.12 Sometimes a judge tells you or your lawyer that you can avoid going to jail 
or prison if you get treatment in the community for your mental health, 























4.15 Sometimes a probation/parole officer tells you that you have to go to 
treatment in the community for your mental health, alcohol or drug 
problems as a condition of parole/probation.  Did anyone ever tell you for 













4.16 Here is a statement I’d like you to rate.  “Being told to get treatment by a 
police officer, prosecutor, judge, or parole/probation officer helps people 
stay well.” Please tell me how you feel about this statement?  Do you... 
Strongly agree ...............................1 
Agree .............................................2 
Neutral (or mixed) .........................3 
Disagree ........................................4 





4.21 Here’s another statement I’d like you to rate.  “Being told to get treatment 
by a police officer, prosecutor, judge, or parole/probation officer helps 
people stay out of trouble with the law.”  Please tell me how you feel about 
this statement.  Do you ... 
Strongly agree ...............................1 
Agree .............................................2 
Neutral (or mixed) .........................3 
Disagree ........................................4 





4.22 Here’s another statement I’d like you to rate.  “Being told to get treatment 
by a police officer, prosecutor, judge, or parole/probation officer keeps 
people from being violent.”  Please tell me how you feel about this 
statement?  Do you ... 
Strongly agree ...............................1 
Agree .............................................2 
Neutral (or mixed) .........................3 
Disagree ........................................4 







SECTION FIVE: SPECIFIC LEVERAGE 3 – MONEY 
 
Now, I’d like to talk to you about the money you get, including money from all sources such as a job, 
government payment (SSI, SSDI, SSA, welfare), food stamps, unemployment, rent supplements, alimony 
or child support, family contributions, or other sources. 
 
5.1 Please answer “Yes,” “No,” or “Sometimes.”  Do you 
generally have enough money each month to cover: 
No Sometimes Yes RF NA DK 
a. Food and housing? 0 1 2 7 8 9 
b. Medical care and medications? 0 1 2 7 8 9 
c. Transportation? 0 1 2 7 8 9 
d. Social activities like movies or eating in a restaurant? 
 
0 1 2 7 8 9 
5.2 People with mental health, alcohol or drug problems 
sometimes qualify for disability benefits.  If you are 
unable to handle your money, a representative payee 
or rep-payee can be appointed to receive the money 
for you.  Are you now receiving benefits for a mental 
disability through a representative payee, or have you 















5.4 [If no current rep payee] Did you have a 








5.5 Who is (or was) your rep payee?  




Other relative .............................................3 
Legal Guardian (non-relative) ...................4 
MH/Social service worker 
.........................5 
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5.6 Did the rep payee ever make giving you the money or 
giving you spending money depend on whether you 
did what he or she wanted in terms of getting mental 

















5.8 Whether or not you have a rep-payee, is there anyone 
who handles your money for you or helps you 
manage your money? For example, someone who 








5.9 Who handles your money for you or helps you 





Other relative .............................................3 
Legal Guardian (non-relative) ...................4 
MH/Social service worker 
.........................5 






5.10 Did this person ever make giving you the money 
depend on whether you did what he or she wanted in 
terms of getting mental health treatment, alcohol or 








5.11 In the past when you wanted to act violently, but 
didn’t, did you worry this person would withhold 








5.12 Was your decision not to act violently based on a fear 








5.13 In the past when you have acted violently, did that 









5.14 Here’s a statement I’d like you to rate.  “One way to 
help people stay well is to hold back some of their 
money unless they keep going to treatment.”  Please 
tell me how you feel about this statement.  Do you ... 
Strongly agree ...........................................1 
Agree .........................................................2 
Neutral (mixed) .........................................3 
Disagree 
.....................................................4 




5.16 Here’s a statement I’d like you to rate.  “One way to 
keep people from being violent is to hold back some 
Strongly agree ...........................................1 
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of their money unless they control their behavior.”  
Please tell me how you feel about this statement.  Do 
you .... 
Agree .........................................................2 
Neutral (mixed) .........................................3 
Disagree 
.....................................................4 






SECTION SIX: SPECIFIC LEVERAGE 4 – HOUSING 
 
6.1 Now I want to ask you about where you’ve been living.  Please 
tell me where you currently live. 
Own apartment (independent) .......................01 
Parent’s home/other relatives ........................02 
School ............................................................03 
Rooming house/hotel .....................................04 
Boarding and care home ................................05 
Group home/half-way house .........................06 
Family foster care ..........................................07 
Co-op apt. ......................................................08 
Nursing home/rest home ...............................09 
Hospital Ward ...............................................10 
Shelter ............................................................11 
Jail/prison ......................................................12 
Other (specify ________________)...............13 





6.1a Were mental health, alcohol, or drug services and staff on site 







6.2 Sometimes people feel that they can’t live in a certain house or 
apartment unless they stay in mental health or substance use 




were required to stay in mental health or substance use 
treatment (or required to continue taking medication) in order to 










6.6 Sometimes people feel that they can’t live in a certain house or 
apartment if they use drugs or alcohol.  Since you’ve been an 
adult, have you ever lived somewhere where you felt you were 



















6.8 Sometimes people feel that they can’t live in a certain house or 
apartment if they act violently.  Since you have been an adult, 
have you ever lived somewhere where you felt you would not 











6.9 In the past when you wanted to act violently, but didn’t, did you 







6.10 [If yes] Was your decision not to act violently based on the 







6.11 In the past when you have acted violently, have you been told 







6.12 Here’s a statement I’d like you to rate.  “Being told to get 
treatment in order to keep housing helps people stay well.”  
Please tell me how you feel about this statement.  Do you ... 
Strongly agree .................................................1 
Agree ...............................................................2 
Neutral (mixed) ...............................................3 
Disagree ...........................................................4 






6.13 Here’s a statement I’d like you to rate.  “Being told that if you 
act violently you will lose your housing helps people stay well.”  
Please tell me how you feel about this statement.  Do you ... 
Strongly agree .................................................1 
Agree ...............................................................2 
Neutral (mixed) ...............................................3 
Disagree ...........................................................4 







SECTION SEVEN:  SATISFACTION WITH TREATMENT 
 
Now, let’s talk about the treatment you have received in the past six months for mental health, drug, and 
alcohol problems.  Please tell me how you feel about the following statements.  Do you STRONGLY 
AGREE, AGREE, FEEL NEUTRAL, DISAGREE, OR DISAGREE STRONGLY. 
 
  Strongly 
Agree 
Agree Neutral Disagree Strongly 
Disagree 
RF NA DK 
7.1 I liked the services that I have received in 
the past six months. 
 
1 2 3 4 5 7 8 9 
7.2 If I had other choices, I would still get 
services from the places I have gotten 
them before. 
 
1 2 3 4 5 7 8 9 
7.3 Staff where I received services were 
willing to see me as often as I felt it was 
needed. 
 
1 2 3 4 5 7 8 9 
7.4 I was able to get all the services I thought 
I needed. 
 
1 2 3 4 5 7 8 9 
7.5 Staff were I received services believed 
that I could grow, change and recover. 
 
1 2 3 4 5 7 8 9 
7.6 I felt free to complain. 
 
1 2 3 4 5 7 8 9 
7.7 Staff where I received services 
encouraged me to take responsibility for 
how I lived my life. 
 
1 2 3 4 5 7 8 9 
7.8 Staff where I received services respected 
my wishes about who was and who was 
not to be given information about my 
treatment. 
 
1 2 3 4 5 7 8 9 
As a direct result of services I received: 
7.9 I deal more effectively with daily 
problems. 
 
1 2 3 4 5 7 8 9 
7.10 I am in better control of my life. 
 
1 2 3 4 5 7 8 9 
7.11 I am getting along better with my family. 1 2 3 4 5 7 8 9 
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As a direct result of services I received: 
7.12 I do better in school and/or work. 
 
1 2 3 4 5 7 8 9 
7.13 My symptoms are not bothering me as 
much. 
 
1 2 3 4 5 7 8 9 
7.14 I am better able to stay out of trouble with 
the law. 
 
1 2 3 4 5 7 8 9 
7.15 I am better able to avoid acting violently. 
 
1 2 3 4 5 7 8 9 
SECTION EIGHT:  SUPPORT FOR TREATMENT 
 
I am going to ask you questions about your family, friends, and other people you know and what kind of 
help they might give you. 
 
8.1 Thinking over the past six months, was there a family member, friend, 
or someone else who regularly helped you with your mental health 
treatment?  By helping, I mean someone who reminded you about 







8.2 Who helped you? [Indicate all that are mentioned – do not prompt.] Spouse/boyfriend/girlfriend .......................01 
Parent/grandparent .....................................02 
Sibling .......................................................03 
Other relative .............................................04 
Friend .........................................................05 
Parole/Probation officer ............................06 
Case manager ............................................07 
Therapist ....................................................08 
Other (specify __________) ......................09 






























a. Remind you of appointments? 
 
0 1 7 8 9 
b. Take you to appointments? 
 
0 1 7 8 9 
c. Remind you to take your medication? 
 
0 1 7 8 9 
d. Give you your medication to take? 
 
0 1 7 8 9 
e. Watch your children for you? 
 
0 1 7 8 9 
f. Talk through issues with you (when you are not in therapy)? 
 
0 1 7 8 9 
g. Other (specify: _______________)? 
 
0 1 7 8 9 
8.4 In times of trouble, can you count on at least some of your family or 
friends?  Would you say most of the time, some of the time, or hardly 
ever? 
 
Hardly ever/Never .......................................0 
Some ............................................................1 












Now lets talk about some things that you do 
























a. How much say did you have about what time 
you got up? 
 
1 2 3 4 5 7 8 9 
b. How much say did you have about what you 
would do during the day? 
 
1 2 3 4 5 7 8 9 
c. How much say did you have about how much 
of your money you would spend? 
 
1 2 3 4 5 7 8 9 
d. How much say did you have about who you 
would spend time with during the day? 
 
1 2 3 4 5 7 8 9 
e. How much say did you have about what 
programs you would watch on TV? 
 
1 2 3 4 5 7 8 9 
f. How much say did you have about the food 
you ate? 
 
1 2 3 4 5 7 8 9 





Agree Disagree Strongly 
Disagree 
RF NA DK  
a. I have little control over things that happen to 
me. 
 
1 2 3 4 7 8 9  
b. There is really no way I can solve some of 
the problems I have. 
 
1 2 3 4 7 8 9  
c. There is little I can do to change many of the 
important things in my life. 
 
1 2 3 4 7 8 9  
d. I often feel helpless in dealing with the 
problems of life. 
 
1 2 3 4 7 8 9  
e. Sometimes I feel that I’m being pushed 
around in life. 
1 2 3 4 7 8 9  
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f. What happens to me in the future mostly 
depends on me. 
 
1 2 3 4 7 8 9  
g. I can do just about anything I really set my 
mind to do. 
 
1 2 3 4 7 8 9  
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Section Ten: Income 
10.1 How much money do you receive a month total including all 
sources such as a job, government payments, (SSI, SSDI, 
SSA, welfare), food stamps, unemployment, rent 
supplements, alimony, or child support, family contributions, 
or other sources? 
[Interviewer: This is R’s personal income, not household 
income] 





10.2 Would you please look at this card and tell me which number 
represents you household’s total income before takes for the 
past year, including salaries, wages, social security, welfare, 
and any other income? 
$0 - $4,999..............................................................01 
$5,000 - $9,999 ......................................................02 
$10,000 - $14,999 ..................................................03 
$15,000 - $24,999 ..................................................04 
$25,000 - $34,999 ..................................................05 
$35,000 - $49,999 ..................................................06 




10.3 On average, how much money do you have to spend on 
yourself each month, not counting money for (room/rent) and 
meals? 








Appendix C:  Tables 
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Table 1:  General Pressure to Adhere to Treatment 
Dependent Variable df Mean 
Square 
F Sig 
I felt free to do what I wanted about going to the mental health 
center. 
 
1 3.028 2.681 .104 
People tried to force me to go to the mental health center 
 
1 9.484 .005 .942 
I had enough chance to say what I wanted about going to the 
mental health center 
 
1 3.838 .2636 .107 
I chose to go to the mental health center 
 
1 12.716 10.229 .002** 
I got to say what I wanted about going to the mental health 
center 
 
1 4.751 3.467 .065 
Someone threatened me to get me to go to the mental health 
center 
 
1 .372 .233 .630 
It was my idea to go to the mental health center 
 
1 9.954 7.260** .008 
Someone physically tried to make me go to the mental health 
center 
 
1 .112 .098 .754 
No one seemed to want to know if I wanted to go to the mental 
health center 
 
1 3.683 2.449 .120 
I was threatened with commitment 
 
1 5.416 3.566 .061 
They said they would make me go to the mental health center 
 
1 6.997 3.883 .051 
No one tried to force me to go to the mental health center 
 
1 .273 .171 .679 
My opinion about going to the mental health center didn’t 
matter 
 
1 2.326 .604 .438 
I had a lot of control over whether I went to the mental health 
center 
 
1 1.019 .655 .420 
I had more influence than anyone else over whether I went to 1 3.547 2.239 .137 
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the mental health center 
 
I felt that if I went to treatment my friends and family would 
stop talking to me 
 
1 .205 .179 .674 
I felt that if I refused to go to treatment my friends and family 
would stop talking to me 









































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Table 4:  Treatment Satisfaction 
Dependent Variable df Mean 
Square 
F Sig 
I liked the services I received in the past six months 
 
1 6.842 .010 .922 
If I had other choices I would still get services from the places I 
have gotten them before. 
 
1 .151 .150 .699 
Staff where I received services were willing to see me as often 
as I felt it was needed.   
 
1 .923 1.315 .255 
I was able to get all of the services I thought I needed. 
 
1 2.274 2.127 .149 
Staff where I received services believed that I could grow, 
change and recover. 
 
1 .118 .180 .673 
Staff encouraged me to take responsibility for how I lived my 
life. 
 
1 2.653 3.888 .052 
Staff respected my wishes about who was and who was not to 
be given information about my treatment. 
 
1 1.924 2.675 .106 
I deal more effectively with daily problems. 
 
1 4.068 6.702* .012 
I am in better control of my life. 
 
1 2.274 2.182 .144 
I am getting along better with my family. 
 
1 1.326 .860 .357 
I do better in work school and/or at home 
 
1 3.358 3.924 .051 
My symptoms are not bothering me as much 
 
1 4.436 3.806 .055 
I am better able to stay out of trouble with the law 
 
1 2.391 3.849 .054 
I am better able to avoid acting violently 
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                Table 11:  The Use of Outpatient Commitment as Leverage 
Have you ever been on OPC? Chi-Square Test  
No Yes P2 df Sig. 













.160 1 .424 
Are you currently on OPC? Chi-Square Test  
No Yes P2 df Sig. 













7.550* 1 .012 
Have you ever been told that you must keep 
your mental health appointments because 
you were subject to an OPC order? 
Chi-Square Test  
No Yes P2 df Sig 













.731 1 .373 
In the past when you have wanted to act 
violently but did not were you under OPC? 
Chi-Square Test  
No Yes P2 df Sig. 












.204 1 .462 
Was your decision to not act violently based 
on the fact that you were on OPC? 
Chi-Square Test  
No Yes P2 df Sig 






.627 1 .413 
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OPC helps people stay out of the hospital Chi-Square Test  
No Yes P2 df Sig 












6.245* 1 .012 
OPC keeps people from being violent Chi-Square Test  
No Yes P2 df Sig 












8.735** 1 .003 
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Table 12: The Use of the Criminal Justice System as Leverage 
Have you ever been picked up by the police 
and taken to see the doctor? 
Chi-Square Test  
No Yes P2 df Sig. 












.236 1 .387 
Did you understand that they were only 
providing transportation? 
Chi-Square Test  
No Yes P2 df Sig. 












.000 1 .650 
Did you think that you would be forced to 
go to treatment? 
Chi-Square Test  
No Yes P2 df Sig 












.963 1 .273 
Ever told you could avoid jail by going to 
treatment in the community? 
Chi-Square Test  
No Yes P2 df Sig. 












.402 1 .343 
Ever told that charges would be dropped if 
you got treatment in the community? 
Chi-Square Test  
No Yes P2 df Sig 












1.548 1 .161 
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Ever told you had to get treatment as a 
condition or probation/parole? 
Chi-Square Test  
No Yes P2 df Sig 












.141 1 .466 
In the past when you wanted to act violently 
but chose not to, did you think you would be 
arrested if you acted violently? 
Chi-Square Test  
No Yes P2 df Sig 












.453 1 .341 
Was your decision to not act violently based 
on concerns that you would be arrested? 
Chi-Square Test  
No Yes P2 df Sig. 












.000 1 .575 
Have you ever been violent but given a 
chance to seek treatment rather than go to 
trial? 
Chi-Square Test  
No Yes P2 df Sig. 












.4279* 1 .035 
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Table 13:  The Use of Money as a Leverage 
Do you now or have you ever had a rep 
payee? 
Chi-Square Test  
No Yes P2 df Sig. 












4.398* 1 .027 
Did your rep payee withhold money unless 
you agreed to go to mental health treatment? 
Chi-Square Test  
No Yes P2 df Sig. 












5.130* 1 .042 
In the past when you have wanted to act 
violently but chose not to, did you think 
your rep payee would withhold money if 
you acted violently? 
Chi-Square Test  
No Yes P2 df Sig 












.039 1 .584 
Was your decision to not act violently based 
on concern that your rep payee would not 
give you your money if you did? 
Chi-Square Test  
No Yes P2 df Sig. 












.320 1 .486 
In the past when you have acted violently 
has your rep-payee withheld money? 
Chi-Square Test  
No Yes P2 df Sig 
Low Risk  Count 19 11 .177 1 .481 
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% 63.3% 36.7% 
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Table 14: The Use of Housing as Leverage 
Did you ever live somewhere where you felt 
that you needed to attend mental health 
treatment to be allowed to live there? 
Chi-Square Test  
No Yes P2 df Sig. 












2.590 1 .078 
Did you ever live somewhere where you felt 
that you would not be allowed to live there if 
you acted violently? 
Chi-Square Test  
No Yes P2 df Sig. 












.363 1 .341 
In the past when you wanted to act violently 
but chose not to, did you think that someone 
would take away your place to live if you 
did act violently? 
Chi-Square Test  
No Yes P2 df Sig 












.694 1 .261 
Was your decision to not act violently based 
on concern that someone would take away 
your place to live if you did? 
Chi-Square Test  
No Yes P2 df Sig. 












.262 1 .469 
Have you ever acted violently and been told 
that you have to find somewhere else to 
live? 
Chi-Square Test  
No Yes P2 df Sig 
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Forensic Assessor 
June 2003 to August 2004 
Drexel University Forensic Evaluation Clinic 
Philadelphia, PA 
Supervisor: Kirk Heilbrun, Ph.D., ABPP 
 Conducted individual psychological assessments in a variety of legal contexts including 
juvenile decertification, capital and non-capital sentencing, competency to stand trial, 
competency to waive Miranda rights, criminal responsibility, and independent medical 
evaluations.   
 
Therapist 
July 2003 to Present 
Institute for Addictive Disorders 
Philadelphia, PA 
Supervisor:  David Rubenstein, Psy.D. 
 The Institute for Addictive Disorders is an umbrella organization for two separate clinics 
working out of the same office: the Center City Clinic for Substance Abuse and the Partnership 
Comprehensive Care Practice Counseling Services.  Duties at the Center City Clinic for 
Substance abuse included individual, family, and couples therapy for individuals with a primary 
or secondary diagnosis of substance abuse or dependence.  The Partnership Comprehensive Care 
Practice Counseling Services is a satellite mental health clinic for Partnership Comprehensive 
Care Practice, a comprehensive clinic for individuals diagnosed with HIV/AIDS.  Duties at this 
clinic included individual, family and couples therapy with individuals who are HIV positive, or 
have been diagnosed with hepatitis B or C, or have full blown AIDS.   
 
Clinical Extern 
August 2002 to present 
Metropolitan Correctional Center – New York 
New York, New York 
Supervisor: William Ryan, Ph.D. 
 Participated in a wide range of psychological services within the Federal correctional 
center including intake evaluations, crisis intervention, and services for inmates involved in the 
correctional center’s Management of the Mentally Ill Program.  Duties also included conducting 
forensic evaluations for use in Federal criminal trials including evaluations of competency to 
stand trial, criminal responsibility and aid in sentencing.   
 
Therapist 
June 2001 to July 2002 
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Supervisor: Christine Maguth Nezu, Ph.D., ABPP 
Conducted individual and group therapy and individualized assessments of 
developmentally disabled individuals who were at high risk for sexual offense or re-offense.  
Clients were both self and court referred, and were convicted of an array of offenses including 
child molestation, child rape, adult rape, and making sexually violent anonymous phone calls. 
 
Research Assistant and Therapist 
January 2001 to August, 2002 
Project CBT: Development of a Cognitive-Behavioral Treatment for Sexual Offending: A 
Partnership Between Psychology and Law Enforcement 
Philadelphia, Pennsylvania 
Principal Investigators: Christine Maguth Nezu, Ph.D., ABPP, Arthur M. Nezu, Ph.D., Kirk 
Heilbrun, Ph. D., ABPP 
Provided group therapy and individual assessments with individuals who were convicted 
of a sexual offense and had been recently released from a state prison.  Treatment consisted of a 
manualized 20 session group therapy based on a Social Problem-Solving approach, whereby 
group members developed stronger social problem-solving skills to employ in stressful situations 
so as to reduce risk of re-offense.  Individual assessments were conducted over three sessions, 
totaling five to six hours of contact with each client, and aimed at determining risk for re-offense 
as well as what factors affected re-offense risk for each client. 
 
Research Assistant 
June 2003 to Present 
Psychologists’ Perspectives on Risk Communication Study 
Philadelphia, Pennsylvania 
Supervisor: Kirk Heilbrun, Ph.D., ABPP 
 Assisted Dr. Heilbrun and Dr. Monahan of the University of Virginia School of Law, in 
creating a web based survey designed to examine what impact the level of responsibility in 
decision making process has on clinicians in terms of their willingness to recommend release 
from a secure facility.  This was a follow-up study to their Communicating violence risk: 
Frequency formats, vivid outcomes, and forensic settings published in 2001.   
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June 2002 to August 2002 
Violence Risk Assessment Software Validation Studies 
Philadelphia, Pennsylvania 
Supervisor: Kirk Heilbrun, Ph.D., ABPP 
 Assisted in the validation of a computer based violence risk assessment tool developed 
from data collected by the MacArthur Study of Mental Disorder and Violence.  Reviewed 
psychiatric charts and consulted with treating physicians to determine participants’ eligibility for 
the study.    
 
Research Assistant 
July 1996 to July 1997 
Charlotte, North Carolina 
Supervisor: H.D. Kirkpatrick, Ph.D., ABPP 
 Worked with an independent forensic psychologist conducting forensic evaluations for 
the North Carolina family court system.  Evaluations focused on allegations of child sexual 







May 2000 to August 2000 
Montgomery, McCracken, Walker & Rhodes 
Philadelphia, Pennsylvania 
Supervisor: Irene Kelly 
 Performed legal and clerical work at a civil defense firm.  Duties included preparing 
evidence for presentation at trial, aiding in preparation of documents for deposition and oral 
arguments, and legal research on numerous civil legal issues. 
 
Paralegal 
July 1997 to July 1999 
Morvillo, Abramowitz, Grand, Iason & Silberberg, P.C. 
New York, New York 
Supervisor: Ken Nolan 
 Performed legal and clerical work at a white collar criminal defense firm.  Duties 
included preparing evidence for presentation at trial, aiding in the preparation of direct and cross-
examination questions, and researching relevant legal issues in preparation for trial, oral 
argument, and depositions.   
Research Assistant 
July 1996 to July 1997 
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Children’s Law Center  
Charlotte, North Carolina 
Supervisor: Katherine Holiday 
 Conducted legal and psychological research for an independent legal organization 
providing guardian ad litem services to indigent clients involved in contested custody cases.  
Duties included conducting collateral interviews with individuals associated with parties 
involved in divorce proceedings (e.g., teachers, family friends, co-workers), providing 
supervised visitation in cases with a high risk for abduction or abuse, and preparing evidence for 
trial.   
 
PUBLICATIONS AND PRESENTATIONS 
 
Project STOP: An Evaluation of Cognitive Behavioral Treatment Program Designed for 
Intellectually Disabled Sexual Offenders. 
Abbe Egan, Michelle A. Peacock, Christine Maguth Nezu, Arthur M. Nezu.  Poster 
presented at the World Congress for the American Association of Behavioral Therapy, 
Vancouver, B.C. (July 2001). 
 
OTHER RESEARCH EXPERIENCE 
 
The Effect of Formal and Informal Coercion in Managing Risk for Violence in the 
Community. 
 
 Proposed Doctoral Dissertation (Proposal accepted October, 2003).  Investigating the 
impact of formal and informal coercion, implicit within forensic community based treatment 
programs, on managing risk for violence in the community.  Participants’ level of risk will be 
measured using a paper and pencil version of the Clinically Useful Actuarial Measure of Risk 
developed by the MacArthur Foundation in their study on Violence Risk Assessmet (2000).  
Coercion will be measured using a version of the MacArthur Admission Experience Survey 
modified by Dr. Monahan for use in his upcoming study on the prevalence of community based 
treatment programs.   
 
Committee: Kirk Heilbrun, Ph.D., ABPP (Committee Chair), Christine Maguth Nezu, 
Ph.D., ABPP, Naomi Goldstein, Ph.D., Steven Platek, Ph.D., and David DeMatteo, J.D., 
Ph.D. 
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Project CBT: Therapy Manual for Sexual Offenders - Christine Maguth Nezu, Arthur M.  
Nezu, Anna D. Lawler, Jeff Stoll, Samantha Loza, Michelle Peacock, Erik Nabors, 
 Andrew Palmatier, Tamara Klein, Maria DiFrancisco, Mary Clair Johnson, &  
Abbe Egan. 
 
Assisted in development of a 20 session, manualized group treatment for sexual offenders 
recently released from prison.  Treatment was cognitive-behavioral in nature, with an emphasis 
on development of social problem-solving skills, with the goal of reducing risk for re-offense by 
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